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INTRODUCTION

This supplement contains the documents considered
by the Staff to be important in "telling the story" of
the Orthopaedic Training Study. In making these selec-
tions from the wealth of material, the Staff felt keenly
the struggle between succinctness and their obligation
to provide the story in toto. The result of this
struggle is the material in these two volumes. Other
documents, in the form of Study Books, provide a more
extensive illustration of managing the Study and are
available at the Center for Educational Development.
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INITIAL CMRESPONDPNCF,

Initial Correspondence

A. Grant Application (Proposal)

B. Letter introducing the Study

C. Intensive Study Group

D. Survey Group

E. ABOS policy regarding Study

P. Certification waiver

G. General Study Outline

H. Resident Brochure - Phase 2, A Description

Much of the Initial Correspondence is reproduced
here since it indicates both the purposes and the direc-
tion of the Study. Particularly significant is the ABOS
policy regarding the Study (I. E.), and the General Study
Outline (I. G.).
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the le.t twenty years the trend towal:6 speciali::ain in
meiclr, hes been eceompanied )y a steady extension at the treini.n.;
recu:.re :or forme:.. tci certi:icetion both in treditional

.,nereely nueroun subspecialties. Although it ih
ereei.; L.h ....h:.t; trend has ::.roved the quality and variety of h..
serviee aweilable co the com:aunity, there is growing concern

it 174.,tent:iel practitioner is required to invest in
'e;..a.n;.: increasing question about the fixity of these requirc;,.en

,:e:;:er to c:eny an opportunity for the expression of indivie,ee:.
d...:...ereces in .7.,arning speed and patterns, and skepticism al.,out
edueationl efficiency of training programs as they are currently
degned and operated.

It was such questions that led to discussions between the Americe:.
3rd of Orthopaedic Surgery and the Center for the Study of Medical
Education which culminated in a research project entitled ficient
Use of I.:edical Manpower that was funded by the Bureau of State

(Cr) . T:1iE stddy focused upon the definition and measuromee
professional competence in orthopedics, with the ;Lm of increasie

the velidity and reliability of such appraisals to :uch a point thLt
the :rd would be prepared to accept the measured accomplishment r.); ,

eanCd.e.ce, without regard for the time or content of his training,
7:he 2rimary crieorion for certification. The major findings of tile
ste-v suT:.:-erined in a later section of this application. Aetin
on the basis of this research aed the rultant evolution ka:: eve)n.e.
Procedures over the three year period of study, tne aerd eeneie(e,'
a project review meeting on June 30, 1967, that sufficient prog:r:ese
been made to justify experimental modification of time, -sequence and
content of training in a controlled study .sample, from which study
generel flexibility of training requirements might emerge.

The Skeletal System Committee of the National Research Council -
National Academy of Science has also become concerned al.:0u:-. t;.o

of residency training in orthopedics, and particularly over the appa
failure of such training to recruit young orthopedists to academic
research careers. An ad hoc subcommittee appointed to consider this
questi8n in detail commissioned an exploratory study which led to
conclusion that a major factor contributing to this situation is a
dearth of imaginative, creative and well-qualified educational lead-!
ship in orthopedics. There is no evident shortage of highly ,skiLled
orthopedists among the program directors and it is possible to iden
a substantial number interested in research, but there is little to
suggest that these individuals are familiar with the vast body of
knowledge derived from the growing field of educational science, o7::

that they have incorporated into their training programs instruction.
practices which carry the highest probability of success and assure
the most efficient use of personnel,time and resources.

CV, te64) Poi. 0
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eom:ity hn; eorrbted substantinlly to the cnt,lt:
a ei;.a-tc which ma es it not oni.y pos:;ible, but desrabe, Lo
unn detnileC analysis of prei..ont training aetivitie, and thun
_.neh a meehanis::.1 to assist. residney progra:a directors to ac(iu::,-
:.Cr eF.sed famil:,arity with conteporary educational theory

would enable the..li to augment the efficiency and effec.civen:?sn
tner effn;:ts. On April 21, 1967, the :g'AC-NAS Skeletal Systc.
alo agreed to lend support to the development and implementaton of
nuch a study.

lane relatec4 interefAs of the American Board of Orthopaedic
the :,:unculo-Skeletal Committee (NRC-NAS) and the Center for t:-,
of :edical 'Education are joined in this proposal to build upon anc:
extend the current investigation in order to achieve the followincj
broad objectives:

1. To provide a model of individualized graduate education in
medicine in which the demonstration of individual competence, rather
v.han the fulfillment of rigid time and content requirements, marks tho
end of formal tra'ring.

To document the nature and variations ofirthopedic training
in the United States.

3. To devise and test methods for increasing the efficiency n..-d
effectiveness of orthopedic training.

Z, To dimine the relat!,onshi:Ds between input, trninin(j, nn(1
output variables.

5. To develop mechanisms that will facilitate continuing insti-
tutional self study of training programs.

6. To develop a pool of educational, specialists in orthopedic,
who can provide continuing leadership in the field.

Methec.:s of Procec:ure

. - The acQomis'rment o- these goaas tjthin,t'he -r.o.-:od 4:.cy.:,1Z '!(.3:
study periva :,:vC1,12.2eS chclt sevk,:ra- pncisu c);: c.i': s'cuay be c0:4,, ..c..

simultaneously, but for clarity of presentation the elements will b,c,
described independently. A sequential schedule Of activities is in-
cluded in a subsequent section.

1. Introduction of Flexibility. Studies already completed have
shown the wide range of achievement among residents in each year of
training programs, and the substantial overlap of achievement among
individuals in all four years. The evidence is persuasive that som
might qualify for certification in a significantly shorter time t:'Eln
is now required even without modification of instructional content or.
methodology. in order to provide an early opportunity to demonstrate
the validity of this hypothesis, approximately 15 training progrn,
to include 200-2,50 residents, will be selected for designation as
experimental institutions. The criteria for selection will be c;e-
vc.21ond jointly by an Advisory Committee representing the thre(:

P4,5.34tikkz.v.c:,64, eo, 11
7



---
aciencies. coorntion of these pr,..);r1m

1 .)(1enl:Lnt&'. to renidents, with Lhn nut.n0,nin
;of th :1,0;.-d of O1 ,..C1 Surcery, to deprt from 1.,e

h;:a cotcnt dist;:ibution requirements without jeopi).71;!:n
for ":,oard certificutio. The pa tic.

thr. nut:;oriz,d Co present an application for examination to
Lnnr:. eommi.,:tee en elgibility when in the cpinion of thGir prL.n:

dil:cctor they ari:: p.,::epared t.3 take the P,oard examination. The
C a-ate:.; may then proveed imme(liately to fulfill the pactice

...,fui.;:e7:.ent (which is precntly one year) and at the concluson U.. t.;,::;

apply for final certification.

In order to maximize the opporInInity for increasing the s2ecn arn:
0::fc%cy of learning, program direi.:tors in the institutions wi:1 be
provdod with assistance in introducing a process oz continuous
for::n.nee monitoring and feedback to the resident in order thilL

an:i resident will be awnro of the individual progress toa::d
:.e..ievemr.:nt of tne critical components of competence in orthoodien
(sec al,pendix). The instruments to be used in this assesnment wL.11
inclnde the nnnual in-training examination given bythe Americnn

0.2thopaedie Surgery (developed with the assistance' of profeLsi;:n,..1
rtaf.:-: from the 2.oard), and a variety of check lists"; ratinci
,tests of cnmplex cognitive and interpretive skills deve)oped in ,*.hc.:

orign:,1 study.
ly

- 2. Tntriy.! of Tra::.nin Excriences, The critici.,1

of CCp;:,,Cc: in s:zrcicry (sec A:.)oncti::) dn.ane

unneaz:Lonal goals tewarc whic -training 1.:,4,1:0i.j;

TI.e purpose of 'this segment of the proposed study is to identify thc!
extent to which 1) training programs provide.opportunitites for resiEn;:
to gain the defined knowledge, skills and attitudes; 2) the curriculnr
organizLt:Lon, instructional materials and methods conform to generally
accepted principles of learning; and 3).systematic evaluation is con-

:- ducted an::: utili::ed for continuous program assessme..:t.

Li

A 20% stratified sample (to include the previously designated
experimental inr:titutions) of the 277 approved residency programs will
be selected to represent variations in academic affiliation, hospital
size, nature of population served and degree of program integration
(some residencies are approved for full programs while others arc
approved for only one program segment either in affiliation with an-
other institution that offers the remainder of the training or as a
free standing part). A particular effort will be made to include in
this sample a substantial segment of the programs supported by National i

Institutes of Arthritis and Netabolic Disease Training Grants which
have a special educational mission. Each program will be analyzed to
document:

1. Program organization - including schedule of resident rotation,
the pcsonnel who supervise trtining, the facilities and
resources to support the training.



Lo.:C:.. O. ,.t.:

VieV! and eemunicution to staff and residents.

2rogram cr:,erution - activities and
resdent f;:;)1,..!, the nature of in::trucuional
formal infor;;.al, the naure of feedi)oek to re:;id,:.
thir in:..ividual strengths and ea%ne.lses as traini...g

.

Program evaluatn - the mechanisms employed to ilcer"aat-
data resident progress, program effectiveness and the
utiliLtation of these data in continuing program review.

5. Progr::. perceptions - identification of similarities and
differenc,,,s residents and staff in the percuption 0:
purposes, procedures and effectiveness.

In addition to revio of documents describing training prot-ra
:aeilitios data colle,..rtion for this phase of the study wil
,.th survey and observ:.tional tecnniqus. Survey clar.;1 will

:.)y moans of an c:Jjective questionnaire to program case, .;,
r(..ee:rt cr..:duater. and residents in training, requesng descril.tvt!

on the educational resources actually in tranin(;;
rhc n.,.re and amount of instructional activity in Which residonn

::::rtic:::,ato; the OVL:C:It and character of resident 11.0.,0
putient ear°, teaching and research; L.he amount and character

::::cCbac on performance regularly provided to each resident from
stuf: and training

' a t: ' t-',s2ecial piogram Lseriok... la sec J.o.1

Iprop:sal and other project staff. In the course of a 2-5 day a.t a

saml.ple of instructional experiences (rounds, conferences,
scr7Zr.al:s, operative and emergency room teaching) will be doscr:.bL,d
ehrough carefully structured checklists and rating scales designer.; to
d:cme:% the qu:,.:ityof inF,trtetional exchancre betw,-,sen trainees zn:."4

their mentors, the educational goals (cognitive, psycnomotor, affect;ve)
exchange is more likely to serve, and the pedagogic quality of the

encounter (in terms of the facilitation of learning, not the biomedical.
content).

Included in the analysis of training will be either a series of
time and'motion studies of a small sample or residents in several
training settings, a larger sampling or the residents daily work
throtc:jh log-diary accounts, or a combination of these. The final
decision on methodology must await preliminary feasibility studies.

3. Ex'oeri77.ental modifications of Training. It is anticipated
that such intensive review will quickly identify areas in which new
organization of training systems, or utilization of alternative
instructional modes would predictably increase either efficiency or
effectivene:Lls of training. In the experimental institutions thi:i
would lead to introduction of such innovative devices as simulations
to facilitate the refinement of problem solving skills, doctor-patient

'ow. 13
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...,.-(.:tions or eo;.:nic.ition i.L:; procra;.,med instruczi(,na
Lfo: of v::nal discriminatory x-r.y
interatio%); or self-evaluation procedures to augz.'.ent t;..'

to rec6.7,nil:e ;:.ersonal limitations and to stimulate self-reliance.
:,uoh ;.):::ocedures intro6uced thoir eifectivenoss will bo

:ore :7*,ethods in use. Based on pilot studio:, in ::inc2lc.

lin.:.t::.tutions a cc.terr:.::nation will ho made a'out tho desirability O.

:.cc:: .:.ç such instructional and program modifications in
en..:.ire experimental group (using other institutions for cont;.ol)
selected exper.j.menta... institutions (::inc the remainder for contr:).1;.

ilowever, numerous studies at other educational level!: have
to any uni:orm relations btwee variations in specific
int:7uet!,onal methodologies or instructional aids and varii.tion
ac.h.:.evement. Th..!se studies suggesl: that the more critical dotortn:.:,,
o... :..-':.ievemeht are those associated with more pervasive

tne cliato for learning (atch, et. al.) such as tne
of variety of methodologies and aids from which each

can ceca those most useful to him, the sequential
voloenL eration of experience, the nature of the ;.hrt.:!tLon ;

bet,:.e:2n trainee and mentor, the a::.ount and characteP- of the respon:,i-

assignc.d the fo=e for his own learning and'the amount and
c.u...lity of the f;:edback cn his own performance that...th ;y.cm afordzi

i. To test .ah.! hypothe:lis that change:, in these more su:dtle
ehracteristies of the training experience will have significnnt

on i,c::.Lie.nt. pattorns certain of the ex:Jerimenta:'.
..;L:nk:.,1;-.:n1 modifications in

and nature of staff--rainee interaction.

;',.s changes both in specific methodology and in the general cite
lcsarning arc introduced their effect upon resident achievement

will be assessed through the cross sectional and longitudinal studies
that are described in the next section.

. Relattnshin'of t.rainina Ln6 ouz7;ut

studies initiated with the American Bor.rd of Orthopaedic Surgery in
1,364 ave produced a resident identification system that allows the
investigator to maintain a running, computerized record of inditdual
resident progress as it is assessed through annual in-training
examinations offered to all candidates in all years of training;
standardized supervisor ratings of individual resident achievement
of kno,,,ledge, problem solving and interpretive skills, and a seri(!s
of attitudinal characteristics; the Board certifying examination
which probes complex cognitive processes, professional behavior, and
selected technical skills. In addition it is now possible to in-
corporate data derived from Zedical College ;%dmissions Tests, and
negotiations are under way to include National Board scores (Part I,

II, ad III) in the data pool.

Cos s sectional data will be asser..lbled during each year of te
study o the population noted in Table I. From the data bank it will

tnen be possible to extract those elements dealing with the particlar
ti:LV, 6.44; eu.. 14
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, 1;:0'wL:%C. (.JL an1y:o will be utillzec; to icacnty tL

sociated wit:1 c.:ifferent

bo ..znclorLa%en to CC:

of criticl
in cy,:o; of traies c:-;:-.ee, to df,fferincj trig

z. z'. to t ,Hr..In ..:(:!..tion to o trzinee: a

(tL:. ticc-.1 on the of

CI

pc:a% of te1 rpro:eion.l..1
oz.:s folio'.-:no co21otio:1!

of co..7a:clation.::.1 z.;-:ca

c..--)loyc:C. to cictor-x,inc the relation:;h::p botwQcn

nf ;:ncso over tic '..::
.

:;)z..crnc7., the experience, the present practic,-;

5. 1-2.velencn7 of so2f-v.tIc In order 4::.1At. to
1::: an in'c.eresting collection of di_lta, t'ne

will bL. inco..:porace6 periodic reports to trainincj proc:am
reorts will .. ,.:7a- -.nied by su:.;:.;0:-;tion!,,

.oy which the data provided through in-traininq
cz.n incorporated into continuous program assessment; the provision
of pia instruments by which data on program operation, effective-
ness of instructional methods and resident progress may be gatc:ea
.;:or rview; and recommencations of means\by which such Ln-
formatison might most effectively be shared Ly traininc staff and
trainees in the interest of improved programs.

During the last year of the study a series of regional conferences.
desic.:ned as an intensive introduction to educational science will -;:e

offered to training program directors. Data derived from the ,Cu:. y

be used as a point of dearture in developing principles of
curriculum pl:.nn.ing, and of selection and -se of instructional methods
and cv,.lazion procedures.

a cc:%,...ehehsive study report will be planned for
tir oric profession at the annual meeting of the Amc:ricn

rt77r1 t'..a=22zh_,Durni.11
.1.1.47to 4141 15W°



of it Pc.,1 of ucational S:Docialts
lOrtics. in c%rder to creute a cadre of skillecl educatio:-11
Ilead in orthopedics whocan serve as staff in the ::tudy and a:,
ler :at resource for the profession a sp,:!cific training cor.:4:).):

!has been built into this program. E.(:forts have .11roady boen
!and with gratifying results, to recruit four young orthopedic sur,:c.ens

have develo?cd a special interest in an educational research and
idevent carc:cr, to embark upon a graduate program leading to a
a.ler of Education (n medicine) decree. program, which i5

estbiished and operating throucjh the Center for the Stuc::7 cf
i:i-edical Education, requires the candidate to engaige in specified .

!course work give-::, both in Urbana and on the :.:edical Center campus
staff members who also hold appointments in the College of

:::ucation. .t also requires the completion of a thesis based upo.-1 an
study in the general field of medical educaio, It i5 c.-

!!:.ectod that these candidates will each use some segment of th study
of oft. dic trainin carried out jointly with project stuf,.: inemers,
to fulfill this thesis requirement. During the second year they will
;t: J;: directly as study staff members and at its conclusion w-111 be
niquev prepared to further guide and implement s:u:.;dies and prG(J;7s

limprovc=ent:, -n orthopedics initiated during thiseboperative
1

Trainees will be selected by the 7,6visory Coattee afto;-: con-
sultation with other responsible representatives of the involved
:gencies. During the first year of training they wib. be sup po: :ted

o ot'ner durinc..: the second year when they will
will be [..e:H;e,.7.

research budget. TWO trainees will be appointed the first year, and
one in each of the next two years.

?..ronr,s.,-..f: Study T:,metable

1968 - 1969

1. Begin .Training Program for two orthopedists.
2. Staff and Trainees develop detailed study program including

identification of experimental institutions and sampling
procedure, for decision with Advisory Committee.

3. Disseminate general description of study plan to Training
Program chiefs and establish tentative timetable for
institutional visits.

4. Complete developMent of study instruments (check lists, rating
scales, questionnaires, inventories etc.) Pilot test new
instruments.

5. Initiate development of program self-study manual and matrial..
6. Initiata pilot studies of new instructional methods.
7; Semi-annual meeting with Advisory Committee.
8. .

Initiate special testing in experimental institutions. Con-
tinue data gathering.from in-training & certifying exams.

priS;i6 uZ.V. ioAi4) iuye 16
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- May

1. Th::.rd'and fourth trainees to begin program on June 1, 1969
and Junc, 1, 1970.

2. Carry out training program site visits.
3. Compl(,:e data collection from questionnaire and inventory

adminis.,:ered to program directors, recent graduates and
residents in training.

4. Institute experimental instructional activities in selected

5.

progro:as.
Retest residnts in control and exnerimental programs on
selected outcomes, arc: continue general data gathering on
all residents and c7z.didates.

6. Semi-annual meetings with Advisory Co:

(Plne 1971 - May 1972

1. Com'olete experimental instruction.
2 Complete data collection regarding nature and outcme of

experimental programs.
3. Assemle, analyze and interpret data. Prepare final report.
i',. Present findings and recom.cndations at'Jnuory 1972 Axnual,

Meeting of the American Academy of Orthopaedic Surgeons.
5. 1:egional meetings for training program directors to consider

program implications of data, the moans of exploiting cdu-
cation. theory and technology, the use of proga:;:m self-

.Je..'7ials.

6. Prepare plans for 10.year follow-up.

ce of t1-..is Research

In a complex, highly integrated industrial society, operating
az essentially full .e=loyx,ent there are'essentiallv only four major
patterns of approach'possible to the solution of critical shortages
of specialized manpower:

1. Expanding the pool of qualified personnel by attracting
additional numbers into the specialty.

2.'-Improving the quality (i.e. productivity) of practitioners.

3. Extending the productive life of practitioners.

4. Reorganizing the delivery of services in such a way as to
permit persons with less scarce skills to discharge some
of the responsibilities presently assumed by individuals
in short supply.

All of the last three approaches are incorporated to dffering
degrees in the proposed study. With the emphasis on identifying the
var.bles that influenceprogram effectiveness and experimental
maniulation o these variables it is reasonable to expect soma

.a/
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incre..; in the product.:vity of practitioners. Further, evidence frem
Hhe incid.-Jnt research (see below) in the present study
stronc;ly sugges-s that some inefficiencies in the utilization of
spoeializd healch manpower arc a consequence of the CiS1'Z45C.:
orientation of, and the crisis medicine practiced by, clinicians in
this field, and that those inefficiencies arc exacerbated by the
nnysician's inept.itude in establishin effective woring rolationshis
witn health professionals. With the emphasis in the proose
st&ly on I tifying sccific patterns of competence and on re-

!designing prograr:,s to meet these needs it is reasonable to expect somr,.,
LL:nrovement in the organization of health services and some more
effective delet2:tion of responsibilitites for delivering them in the
practice of orthopedics.

However it is to the third approach--extending the productive
life of practitioners--that the present study is Most directly
-ddressed. The pattern of change in medical education over the last
four decades has been a steady extension of training requirements for
the growing number of physicians who have elected to practice as
secialists rather than as generalists. In 1927 the medical school ;

cour:, of study was four years in length; it remains so in 1967. 3ut

:crty years ago most physicians entered practice' 'after one year of
1internship; today a majority extend this training through rosidencIes

of 2-5 years in length. While the rigidity and temporal uniformity
ofundergraduate ?rograms of medical education is difficult to defend, .

it at least i:ubtect to the checks and balances which collegial
The of reaene: L" t.10

determined by speeial.interest groups operating independently, and
1

outside the influence or scrutiny of other disciplines.

The American Board of Orthopaedic Surgery has taker the position_
that the certifying procedures and educational requirements for which :

it is rosnonsible should be subjected to the same dispassionate and 1

critical study as the: musculos..ieletal diseases in which they are
1 i

chiefly interested. It was this philosophic stance that led to ) ;

1 !

1 i

initiation of the studies now being carried out jointly by the Board ! 1

and the Center for the Study of 2.1edical Education. The data have
i

demonstrated that the fixed training time and distributional require- 1 I

ments may not be necessary for all residents, and the Board is now 1 I

prepared to explore the next step, embodied in this proposal, of
I 1

1 I

and the introduction of instructional innovations that may further
enchance training ef:ectiveness. If this effort demonstrates that
shortening the training experience, or modifying it in other ways in

i

order to facilitate individual achievement of presently required
orofessional competence or new dimensions of competence, is feasible.

and does not copromise cuality, they are prepared to consider the
extension of this relaxation to all training programs.

relaxing such requirements for an experimental group of programs,

While such a posture will be important to the extension of
oroduc'dwi years of future orthopedists, it is even more important as

?"y 18
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dtie demonstration to the rest of the medical community th-t
asemel:t of competence, rather than fulfillment of fixed and
s.pecified time and content training requirements, can be utiliz
a.; the primary criterion for certification. It is the impact
this demonstration may have upon the rest of graduate (and even
ciraduate) medical education that represents the most significant
aspect of this azuv. Each year approximately 7500 new physician:;

the system of graduate training. If increased efficiency of
the educational process could reduce their training period by as much
as one year, 7503 an years would be added annually to the pro:essional
s,-;war pool in medicine - a not insignificant increment.

It is unlikely that such a goal will be achieved without dynz.mic
and informed educational leadership. In fact, in earlier delibor::-
tons the NRC-NS Skeletal System Co=ittee noted that the shortace
of G:7alified orthopedists seeking academic careers is among the mo::,t
distrssing of the manpower problems the specialty faces. An ad. hcc
e.oizteo appointed to consider this &juestion in detail commissioned
an e:,:.loratory study which led to the conclusion that a major factor
contrib.lting to this situation is a dearth of imaginative, creative
and well efualified educational leadership in orthopedics. The pro-
1-;osa;1 set forth here addresses this issue directlyby attempting
1.hrouc;h the study mechanism to increase the pcol.of orthopedists
trained in educational sciences, or more familiar with the operational
utility of the educational disciplines, with the e>cpectation that

re:.,ources will facilitate development of more
c!ffcctive edtcz%tional eyrienco

Lut again it is the demonstration of the feasibility, and the usefui-
ness, of such a development for other specialty groups that will be-of
the greatest general significance.

Facilities Available. The Office of.Research in Medical Education:
was established at the University of Illinois College of Medicine in
I959 as an intramural agency to studl, the educational proble:as and
opportunities facing.the College and to make recommendations for their
solution. In the ensuing eight years it has evolved into a major Cente.:,
for the Study of Medical Education, with educational research and
development interests .that go beyond a single institution. The Center
is organized in four functional units: Curriculum Studies, Evaluation
Studies, 'Instructional Systems Development, and Training. A Systems
Analysis and Statistical Services Unit provides research design and
data analysis support for all sections and coordinates data processing
through the Medical Center Research Resources Facility computer
service or other required computer facilities. The original full time
professional staff of a physician-.educator and an educational specialis-j

t"?o nnysicians_
has now been augmented byAtnree ova.;.uatIon specialists, two educe:.ionalf
psychologists, an instructional systems specialist, part-time associate !
in educational sociology, computer programming, instructional tele-
vision, and supporting clerical and technical assistants.
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5iX Fellows in ::.edical Education arLC housoCi
the :..odical Collecje complex in permanent quarters which include

eonfornce rooms, work rooms, library and learning
to:-:y. Additional temporary space has also been provided for staff
w.n on short term projects. These quarters are sufficient for
the staff popozed for this study.

The major items of .fixed office equipment required for this
study are already available.

Collaboration. Each of the participatinc; agencies has alredy
named a princial collaborator. Dr. Paul L4.pseomb will represent
the A.,:crican :Joard of Orthpaedic Surgery and Dr. Fred Reynolds wZL1
represent the National Research Council-National Academy of Se:Lences
Skeletal Systems Committee. A curriculum vitae for each of these
mc;n is attached. One additional representative of each agency will

apoointod to serve on the Advisory grouo. The collaboration of
training .program directors cannot be assured until these'programs
arc selected and their participation sought. Since the two colla-
b:Draillg agencies include in their membership the major leaders of
t: Jnited States orthopedic community who are eage," to carry out
this study, the cooperation of their colleagues isvirtually assured.

.

Su',Doortina Data

mmary or the work carried out durinc l the fir ro '.'en;
of the original grant has been forwarded under separate cover. A
final full report of the study methods and findings will be sub-
mitted at the end of the current project period (May 31, 1D68).

-20-



College of Medicine
OP' 0:1.1-11; AT In 1\1E11710 AT_, CI-ITC.A.C3 C.)

0//:ot of kr:.euroA in Medical !;ducat ion
'onto.. /or tie Studv Education

Dear Dr.

901 S. Wolcott Avenue Chicago, Wirral,. 60612 Telephone 663- 3690 (elreu Code 31:)

August 5,, )968

On behalf of the Orthopedic Training Study Advisory Committee, which includes
designated representatives of the American Board of Orthopaedic Surgery, the NAS-
NRC Skeletal Sysatem Crmmittee, the American Academy of. Orthopaedic Surgeons,
and thy. Center for the Study of Medical Education, I write to Invite your participation
in Phase II of the study.

As you know, Phase I was devoted to systematic delineation of the critical compo-
nents of competence in orthopaedics, an analysis of the means by which that compe-
tence was judged, and the refinement of tools by which increasingly reliable and
valiu judgments might be made. Phase II will move from this indirect study of
training to direct documentation of its organization and implementation in a care
fully-selected sample of institutional settings, and will test new methods and ma-
terials designed to increase training efficiency or effectiveness in a group of ex-
perimental progmuns.

Asa matter of interest, I have attached a list of institutions which have agreed to
engage in the experimental aspects of training. I hope you will be willing to have
your program included in the larger sample of institutions in which training will be
studied somewhat less intesively, as described in the attached excerpt from the re-
search grant application.

In closing, let me assure you that this study is not related to the accreditation
process. It is designed to gather information that should be helpful to individual*
programs as well as providing data of more general interest to those responsible
for graduate education in medicine.

If further information is required, please have no hesitation in requesting it.
will look forward to your response.

""' UNIVERSITY
106) OF ILLINOIS

;--.1 CENTENNIAL
YEAR 1967-C8

GEM:10
Enclosure

Sincerely, yours,

George E. Miller, M. D.
Director
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urtnopaouic. 1 rainni6 aLituy

Intensive Study Group

Dr. Walter A. Hoyt, Jr.
Akron City Hospital
Akron, Ohio 44303

Dr. Alfred B. Swanson
Blodgett Memorial Hospital
Grand Rapids, Michigan 49506

Dr. Harold B. Boyd
Campbell Clinic
869 Madison Avenue
Memphis, Tennesseo 38103

Dr. Charles H. Herndon
Case-Western Reserve
School of Medicine
2065 Adelbert Road
Cleveland, Ohio 44106

Dr. Anthony F. De Palma
Jefferson Medical College
1025 Walnut Street

. Philadelphia, Pennsylvania

Dr. Mark B. Coventry
Mayo Clinic
Rochester, Minnesota 55901

Dr. W. R. Willis
Orange Memorial Hospital
Kuhl Avenue
Orlando, Florida 32806

Dr. George T: Aitken
St. Mary's Hospital
250 Cherry Street S. E.
Grand Rapids, Michigan 49503

Dr. W. F. Enneking
Dr. Win. C. Allen
University of Florida
College of Medicine
Gainesville, Florida

Dr. Robert 13. Ray
University of Illinois
College of Medicine
840 South Wood Street
Chicago, Illinois 60612

Dr. Carroll B. Larson
Dr. Ray Cooper
University of Iowa
College of Medicine
Iowa City, Iowa

Dr.. Charles F. Gregory
University of Texas
Southwestern Medical School
5323 Harry Hines Boulevard
Dallas, Texas 75235

Dr. D. Kay Clawsoa
University of Washington
School of Medicine
Seattle, Washington 98105

Dr. Fred Reynolds
Washington University
School of Medicine
660 South Kingshighway
St. Louis, Missouri

Dr. Frank Stinchfielci
The New York Orthopaedic Hospital
Columbia-Presbyterian Medical Center
622 West 168th Street
New York, New York 10032



Survey Group

Medical College of Alabama

Albany Hospital

Allegheny General Hospital

Baroness Erlangerilospital

Baylor University
College of Medicine

Duke University Hospital

Georgetown University

Howard University

Johns Hopkins Hospital

Los Angeles County Hospital

Marquctte University
School of Medicine

Massachusetts General Hospital

Northwestern University

Presbyterian University Hospital

St. Francis Hospital

St. Louis University

Temple University Hospital

Tulane University
School of Medicine

University pf Arkansas
Medical Center

University of Colorado

University of Louisville
School of Medicine

p. 9



Survey Group (Cont'd)

University of Michigan
University Hospital

University of Minnesota Hospital

University of Oklahoma
Medical Center

University of Oregon
Medical School Hospital

Hospital of the University
of Pennsylvania

University of Wisconsin
University Hospitals

Vanderbilt University Hospital

Wayne State University
College of Medicine

West Suburban Hospital
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For the guidance of proe,ram directors in the institutions designated as

exp;:ritnental progranls for the 1968-72 period of the Orthopaedic Training

Study, the American Board of Orthopaedic Surgery is circulating this state-

ment of policy.

1. During this period, the present restrictions on program organization

will .1..); \vaive. d.

2. Residents in such programs may apply for admission to the certifying

examination when in the view of the program director they have achieved a

degree of competence sufficient for the independent practice of orthopaedic

surgery.

3. Residents participating in these programs will be asked to sign a

waiver releasing the Board from any liability should they 1.x3 proposed for

early examination or not proposed for this acceleration.

4. Residents who are admitted to early examination and successfully

complete that examination may enter practice without further training. Those

Who arc tinsuccessful must then complete a prescribed training program to

fulfill minimum requirements as set forth in the current rules and procedures,

5. Successful candidates will upon completion of the practice requirement

apply to the Board for final certification.



6. Th;.: co;(. of en rly CN.:11111W..(1 ()n. Vj1)

the i;rmt). After HZ OR:

Iii: h(rlict h%), thL:

p.n.y tho rei;u1:tr fee for certifici;tion.

the ci.,.nclicl:;to

,--

Pa.16. II. Lipscc:»n1), M. ).). , Sec rota::)'
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Sample Letter, Package I

Dear 1)r.

As you are no doubt aware, Phase I of the Orthopaedic Training Study
has been successfully completed and the planning and implementation of Phase
II is well. under way. Phase IT is to be devoted to: 1) the collection of system-
atic, descriptive data about the nature and variation in orthopaedic training pro-
grams; 2) experimental. modification of the educational programs in selected
institutions; and 3) a study of the relationship between input, training and output
variables.

Since one of the major outcomes of this Study will be the opportunity for
you, as program chief, to identify men as candidates for certification when you
feel that they have reached a level. of adequate competence, it becomes important
to define the position of the American Board of Orthopaedic Surgery on that point.
A Statement of Board policy relating t.o waiver of requirements is enclosed.

Additionally, for the protection of the individual and of the American
Board of Orthopaedic Surgery, it is necessary for each resident in training to
acknowledge the position and policy of the Board by signing a statement to this
effect, a copy of which has been enclosed for your information.

It is our plan to forward to you next packages for distribution to to your
resident which will contain a descriptive letter concerning the Statement of Ac-
cord, the statement itself, and a brochure describing the Orthopaedic Training
Study. A copy of this brochure has been enclosed for your informatiOn.

Once these necessary preliminaries have been completed, the implemeii-
tation of the.Study can begin.

encs.
UNIVERSITY

(1....)=.1 OF ILLINOPLI
\"--1 CFNTEritNAL

`"/ YEAR 1967-C8 23

Sincerely,

Charles E. Gregory, M. D.



STATENIENT OF' ACC011)

I understand that the American Board of Orthopaedic Surgery, the NItC-INS
Skeletal System Cumulate, the Center for the Study of TfieOieal Edu-
cation arc involved in a collaborative investigation of th«!ducai ion
of orthpaedic SUrge0116 in the United States of America, for the pur-
pose of increasing the efficiency and effectiveness of that education
and the process by which certification of competence is established.

I further understand that, as a part of that investigation, the American Board
of Orthopaedic Surgery may waive or change its usual requirements
for certification for certain orthopaedic surgery residents participating
in the investigation, at the discretion of the Board.

I further understand and agree that the information gathered from the material
used in the investigation, including Scores on the Orthopaedic In-Training
Examination and the Orthopaedic Certification Examination, and including
the various questionnaires involved, may be utilized for statistical and
research purposes, and that all data pertaining to private individuals are
to be considered confidential.

I further understand that the currently existing requirements for certification as
specified by the Board will continue to apply to all residents who are not
subject to the waiver.

(Signature)

(Date)
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To: lesident

heat'

The American Board of Orthopaedic Surgery, in cooperation with the
NHC-NAS Skeletal Systelll Committee and the Center for the Slyly of "Medical
10,ducalimi, has emlfArhed on an extensive study of orthopaedic residency
training in the United States.

The purpose of this study is to effect improvements in the quality of
trainin;;, MI6 the concepts; involved in the tpproach being taken hail been out-
lined in the brochure you will find enclosed. We as]; that you familiarize
yourself with its content.

In order to protect your rights and those of the American Board of
Orthopaedic Surgery we further as]; that you carefully read the enclosed
Statement of Accord, sign it if you agree with its content, and return it to
your chief.

Additional material and activities will he forthcoming shortly, and we
earnestly request your cooperation in order to make the effort a meaningful
success.

Thank you.

Enc.

.711 uto% w-411 f
111)1.) or tr:o!s

`'-`1 cum rinim.
do YEAR 10:;7- C3

Sincerely,

Charles Gregory, M. D.



Coll 7/ 0,`
1_) C.7..Y.).-0 C:.)3.!..-.3 'J 1/..17111.)1 3., C:3 C ( .; CTh

Il ffir h.( Ne,.rch in .1 tjl r1

rater for : ,Vre.'i CUI r 901 S. 110!at .,11..et;qc CAlco,f;o, 6061:: Trlei,10)e C6,1- (Area Co.', ,. J/2)

Sai,11)1 e Letter, Package II

To: Chief of Prolivarn

Dear Doctor

As i»r.l.icated previously, we have n-Av forwarded to you a set of packages
for distribution to your residents.

Each packlge contains the descriptive brochure eo,;;ering the Orthopaedic
Training Study, a copy of which. was sent to you earlier.

In addition, each contains the Statel.)ent et Accord, and a letter explaining
its necessity. V,ie ask that each resident return his signed copy to y.-.)u, and
that you forward these to the American Board of Orthopaedic Surgery in the
en% elope provided.

Thank you for your cooperation.

UN:Vt.SITY
k .) or tt t iNois

cF11IE.7;:u.,1.
' YEAR 19L7-63

Sincerely,

Charles Gregory, M1. D.
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ORTHOPAEDIC TRAINING STUDY

General Outline

1968-69

This year will be devoted chiefly to accumulation of
data about present program operations.

- assembly of printed material
1

- preliminary site visits
- preliminary questionnaires to program staff

and resident staff
continued accumulation of information from
in-training and certifying examination

During this period special study instruments for more
detailed analysis'of program activities will be developed.

Preliminary data will also be used to identify areas
in which in._:roduction of alternate learning modes or
evaluation methods might be helpful in facilitating
acquisition of specific kinds of professional competence.

No specific effort will be directed toward accelerating
training, but program directors may wish to identify residents
whose eligibility for early admission to the certifying
examination should be requested.

1969-70

More detailecz study of training

- site visits
- questionnaires and inventories to program directors,

residents in training and recent graduates

Institute experimental variations in training patterns in
selected institutions (by arrangement)

- alternative curricular patterns
- specific instructional aids

self-study and self-evaluation devices
specific training for teachers



111

Continue accumulation of achievement information
from in-training and certifying examinations.

1970-71

Extend introduction of experimental training activities
found useful.

Introduce additional variations in selected institutions.

Provide summary data and further guidance to program
-directors.

1971 72

Extend introduction of experimental training activities.

Follow-up site visits.

Regional meetings for program. directors to report
findings, and to elicit recommendations.

CEM:mac

September 24, 1968







Introduction

The information presented here is designed to

acquaint residents and staff with the background

and purposes of the present Orthopaedic Training

Study.

This Study has been undertaken by the American

Board of Orthopaedic Surgery, the NRC-NAS Skel-

etal System Committee and the Center for the Study

of Medical Education, University of Illinois, with

the cooperation of the American Academy of Ortho-

paedic Surgeons and the assistance of your chief.

You are an important part of the Study since

only you can provide some of the essential infor-

mation about yourself and your program required

during the next four years. We hope that this

brief overview will aid you in understanding the na-

ture of the Study and its potential impact on ortho-

paedics.

ri



THE FIRST PHASE

Those of you who have taken the Orthopaedic

In-Training Examination are aware of the major

changes that have occurred during the last few years

both in those examinations and in the certification

examinations. These new developments are the re-

sult of a continuing effort of the American Board

of Orthopaedic Surgery to improve training and cer-

tifying procedures. They are a consequence of the

Orthopaedic Training Study undertaken jointly in

1964 by the Center for the Study of Medical Educa-

tion and representatives of the national orthopaedic

community. Phase I of that Study was designed

specifically to create new examining techniques

and to improve older ones as a means of assessing

competence in orthopaedic surgery.

Once these methods had been developed, and

their validity and reliability established, it was pos-

sible to begin planning a second phase which would

32 a



investigate the factors that seem to be related to

orthopaedic competeoce as measured, in part, by

these examinations. Suck an investigation would

provide the vehicle for developing and improving

training methods and techniques.

THE SECOND PHASE

We are all aware that orthopaedic residents par-

ticipate in a wide variety of experiences and acti-

vities during training, and that these differ from

institution to institution. It is known, for example,

that the nature of available clinical problems and

the character of resident responsibility varies

widely from program to program. These variations

may be related, in some way, to the outcomes of

orthopaedic training. If this is true, and if the ex-

aminations presently given measure these outcomes

adequately, it is possible by systematic study to

identify those methods and conditions that contribute

most to the effectiveness and efficiency with which



the desired outcomes are achieved. Once such me-

thods and conditions are identified it will be possible

to introduce them under controlled conditions into

selected programs in order to determine more pre-

cisely their effects.

In order to do this, the Advisory Committee

(which includes representatives of all the previously

noted collaborating groups) has selected 16 repre-

sentative training programs to serve as experimental

institutions during the Study, and an additional 38

programs for less intensive study to augment the

research sample.

You can provide valuable assistance to this Study

by: 1) cooperating with your training chief to make

this Study possible; 2) completing the various ques-

tionnaires which will be sent to you from time to

time; and 3) cooperating with the research team

when they visit your program to gather on-site in-

formation.
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You can be assured that the information you

provide will be treated confidentially, and that no

information about an individual resident, program

or attending will be available to anyone not part of

the Study group. If you do not choose to answer a

given question, you have the option of omitting that

response. Finally, this Study is in NO way related

to the process of program accreditation or of

individual certification (except where special

pacing opportunities are provided). Your co-

operation will in no way jeopardize your oppor-

tunities for certification.

The following pages are designed to answer

some of the questions you may have about the

Study.

Yj



QUESTIONS ABOUT THE

ORTHOPAEDIC TRAINING STUDY

WHO IS CONDUCTING THE STUDY? The Ad-

visory Committee composed of representatives desig-

nated by the American Board of Orthopaedic Surgery,

the NRC-NAS Skeletal System Committee, the Ameri-

can Academy of Orthopaedic Surgeons and the Cen-

ter for the Study of Medical Education, University of

Illinois.

WHY IS THE STUDY BEING CONDUCTED? For

four reasons: 1) to document the nature and vari-

ation of training programs in orthopaedics; 2) to

determine the effect of these variations on demon-

strated measures of competence; 3) to introduce

important innovations into selected programs; and

4) to assess the effects of these innovations on the

efficiency and effectiveness with which orthopaedists

are trained.

HOW WILL THIS STUDY AFFECT TRAINING?

The Study staff is committed to help training programs

6



provide orthopaedic residents with the best possible

instruction so that residents will learn as much as

possible, as efficiently as possible. Some residents

will have the opportunity to participate in these new

methods and innovations on an experimental basis.

However, this participation will not prejudice their

opportunities for, or progress in, the orthopaedic

certification process.

WHAT CAN I DO? You are a most important part

of this Study, since you will be providing detailed

information about yourself, your program, and

your attitudes during the course of the Study. Vari-

ous documents asking for information will be sub-

mitted to you from time to time. Your response

should not interfere with your regular responsibili-

ties in your training program.

IS THIS STUDY REALLY IMPORTANT? Most

emphatically YES. The activities and plans for this

Study are designed to serve as a model for graduate



medical education, and will directly influence the

nature and content of orthopaedic residency pro-

grams and other specialty programs now and in the

future.

WHERE CAN I GET FURTHER INFORMATION?

By inquiring directly of your chief or by requesting

that he obtain whatever specific information you re-

quire.
i

References
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INSTRUM ENTATION

II. Inst rumentation

A. Site Visit Outline

B. Sample accompanying htter

C. List of variables and source of data

D. Summary of instruments and returns

1. Resident. Procedures Form

2. Institutional Description Form

3. Resident Attitude Survey

4. Attending Attitude Survey

5. Residc'Y. Evaluation of Operative Procedures

6. Program Questionnaire

7. Resident Time Log

8. Resident Evaluation Form

9. Abbreviated Residency Board Candidate Survey

10. Resident Background Form
The Site Visit Outline (II.A.) was designed to facilitate uniform

gathering of validating data for other Study instruments. The ti:a.mple letter
(I1.13.) is representative of the correspondence which accompanied each in-
strument.

Also noteworthy is the Summary (II. C.) listing the purposes of, and re-
turn rate for, each instrument.
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7......0______1111111111111MMOWP'C.P.Ilicr,r,-,cdic Site Visit Ontlt,le

A. The Po.rposes of the Visits Arc:
1. To vitliciate the followine sell-report fmns:

a. ltesident Attitude ;;;urvey,
b. Operative Procedures 3Yorm
C. Attending Attitude Survey (under clevolo))ment.)
:1. of program objectives

2. 'io generate more involvement on the part of the residents and attendings
in the study.,

3. 'lb discuss and describe the most feasible innovations for a given program.
4. rib obF;erve educational processes in various settings (rounds, seminars,

etc. ) and attempt to quantify them.
5. To develop rapport With th,;: chief, attundings and residents through both

formal and by informal meetings and activities.
J3 Ce idi 1r 3?rincipl.)s

1. Validation of self-report forms can be accomplished through judicious
use of questions similar to those appearing later in this oulli»e.

2. It shld be made clear to everyone that we do no possess ns\vers as
..n.e "best" educational. techniques,. prograM rotntions, etc. , to employ.

We are seeking ans.wcTs just as staff members are.
3. All information and 2' Opr orn prograr 'e to be ccinsiderod confiden-

reE,;.a).'ciing some eon-Tone (not individuals) will be pro-.
vided):;t thc!.fall meeting.

4. It is probably best to plan to spend part of the time with specific residents
and part of the time at specific facilities (clinics, etc. ) rather then con-
fining yourself to one mode of observation.

5. Any discussion of other programs except in a very general way should lx!
discouraged.

0. We are attempting to view the program as a part of it rather than apart
from it. Therefore, every attempt should be made to be as non-disrup-
tive to the program as possible.

7 Familiarity with the program is imperative. Please read the initial site
visIt reports before visiting the program.

C. Visit Schedule
1. The tentative schedule of visits is attached; these dates may be changed if

they are inconvenient fel. the program.
2. Each program has been asked to suggest housing arrangements where

required; these will be forthcoming.
3. Transportation has been arranged for some visits. Please see that:

travel includes arrival at the program the evening prior to the scheduled
visit.

D. Areas of Emphasis During Visits
1. The programs have been asked to provide an opportunity for each visitor

to observe:
a. rounds
b. operating room
C. emergency room
d. outpatient clinic(s)
C. formally scheduled activities (confOences, seminars, etc. )



other activitie:,.;, when judit.i,ed to be signifient may be.
observed if agreeable to the program.

2. Thu following questions are only sunt,estions; you need not use them
verbatim. however, we do need answers to these for validation
purposes:

Attending Staff:

1. What kind of orthopaedists (research, community, academician) do
you produce ?

2. What mechanisms have been established to protect attendings and
residents from over-service demands?

3. What: feedback are residents given regarding their skills, attitudes,
and abilities ?

4. How is feedback given?

5. How is responsibility delegated?

6. What is the progression of responsibility (if any)?

7. How do you know a man is "ready" to assume more responsibility?
And for what?

8. What innovations would be most practical and/or worthwhile for this
program?

For Residents:

1. What feedback are residents given regarding their skills, attitudes,
and abilities':

2. How is feedback given?

3. liciw much "elective" time do you have, how. do you use it? (both in
terms of program and daily elective time )

4. What is your "typical" day like?

5. How heavy is the service demand on this rotation?

G. How heavy has the service demand been in your total program thus.far ?

7. How do attendings relate to residents?

8. What, if any, kind of orientation did you redeye when you entered this
program? 41



0. flow much research is required? What kind.?

10: Do you know wly.tt kind of orthopaedist you intend tc he (research,
community, academic)? flu you thin prCv;P:tm is efficient in
helping you achieve this goal.? Do you think this program is ef-
fective in helping you achieve this goal?

11. Why did you select this particular residency program?

12. Why did yoU select orthopaedics?

13. In what. way (s) do you think this particular program might be made
more effective and/or effecient?

L. IZ.eports:
1. All observers arc to 'complete a report covering:

a. the general responses to these question with notable exceptions
b. additional information and impressions believed by the observer

to be significant
c. suggestions or recom M en cl ati on s for further observations in the

program
. Expense accounts as required.



()flies of Ilertec:ch Aterfical
Cen:er for the St'un'T of Vedic:al Edirclotem

-

Dear Dr. Murray:

CoIle,nr of Ateo'icine

POI S. H'o/....:ott .ltrnue Chirap.,, Illinois 6061C Telephone 665-.1590 (Area Cod .11!.

May 1, 1969

'rho first major step in the implementation of the second
phasi;1 of the Orthopaedic Training Study being conducted the
Ame*i7ican r.o..rd of Orthop(tedic Surgery, the NC-WAS Skeletal
System Coittea, and the Center for the Study of M6dical Edu-
cation, iN the systematic gathering of data which define the
variables in orthopacdic residency programs. The mot effi-
cient v:nd coFmrehensive approach to this task is tha utiliza-
tion of the survey questionnaire technique.

The Program Questionnaire which is enclo(Ad is the
instrument designed to elicit the definition of which vnri-

operative in any cv.i.ven program. A request for com-
pletion of this instrument, will he made of the chief of every
ace edited orthopaedic residency program in the United States.
ThiG, idoally, will provide a total sample and will therefore
be of great value.

Thio particular questionnaire will be circulated only
once to each program. A separate questionnaire will be cir-
culated to a number of the institutions which are parts ot.
certain programs, and this, too, will be circulated only once.

While it is recognized that the questionnaire in lonqthy
and will require an expenditure of time, we earnestly solicit
your full cooperation in the knowledge that the results of the
Study will be of significance to every member of the national
orthopaedic community.

Thank you for your participation in this venture.

Sincerely,

)-co,f2,
George E. Miller, M.D.

GEM:mlm
Enclosure 43
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Y
ear of training beyond internship:
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30

N
am
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D

ate:
f
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_
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I

I
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First
M
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G
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C
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E
ach statem

ent is follow
ed by a series of boxes. Please enter your responses in these boxes according to the instructions on the next

page. For som
e statem

ents there w
ill be no boxes in a colum

n w
here inform

ation is not applicable.
T

his m
eans that this statem

ent does not
require a response. Please m

ake sure the above inform
ation is com

plete and legible.
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T
he attached form

 is a general survey of som
e procedures w

hich are perform
ed by orthopaedic surgeons.

It is not a com
plete listing and it does not im

ply that every resident should have perform
ed every procedure.

Instead, the questiorm
air.e seeks to gather inform

ation about the learning processes involved in the acquisition
of certain types of orthopaedic skills.

IN
ST

R
U

C
T

IO
N

S

A
fter you have com

pleted the biographical data sheets, turn to the procedures listed
on the follow

ing pages
and for each procedure, please indicate by checking () the appropriate colum

n in each section:

A
. "W

hen did you first learn"
-- refers to that point in your training w

hen you w
ere

actually able to perform
 the procedure w

ithout further know
ledge

or instruction.

B
. A

pproxim
ately, how

 m
any tim

es have you actually perform
ed the procedure?

C
. A

t this tim
e, and w

ithout further instruction, how
 w

ell do
you :hink you w

ould be
able to perform

 the procedure?

D
. "W

ho first taught you" is that individual w
ho, either by dem

onstration
or direct

supervision, provided you w
ith enough inform

ation and guidance to enable
you to perform

 the procedure.

E
.

If you first perform
ed the procedure w

ithout direct supervision
or prior dem

onstration,
w

hat m
ethods did you use to teach yourself?

3
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Professional E
xperience

Please indicate below
 your professional experience since graduation from

 m
edical school.

Internship
T

ype (e.g. rotating, straight m
edicine, etc. ):

H
ospital:

C
ity:

State:
R

otations:
L

ength
Predom

inant C
ase T

ype (e.g. appendectom
y, cholecystectom

y, etc. )
1st quarter
2nd quarter
3rd quarter
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R
esidency other than O

rthopaedics
Specialty:
R

otations (in three-m
onth tim

e segm
ents)

Predom
inant C

ase T
ype

H
ospital

C
ity

State
(e. g. Plastic, N

eurosurgery, etc. )

O
rthopaedic R

esidency
R

otations (in six-m
onth segm

ents)
Predom

inant C
ase T

ype
H

ospital
C

ity
State

(e. g. Plastic, N
eurosurgery, etc. )

4

C
ode

C
olum

n
(C

SM
E

 U
se O

nly)35-36

37-38
39-40
41-42
43-44

45-46

47-48
49-50
51-52
53-54
55-56
57-58
59-60
61-62

01 in
79-80

dup. 1-30
31-32
33-34
35-36
37-38
39-40
41-42
43-44
45-46
47-48
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51-52carpi
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xclusive of O
rthopaedic R

esidency)

M
edical Specialty Practiced during tour of duty:

Predom
inant C

ase T
ype

H
ospital

Post
State

(e. g. Plastic, N
eurosurgery, etc. )

O
ther Professional E

xperience
N

ature of E
xperience

D
ates

C
ity

State

5

C
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C
olum

n
(C

SM
E

 U
se O

nly)

I_ L
I

53-54
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69-70
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W
hen did you

first learn?
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heck only one)

B

N
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ber of
tim

es per-
form

ed ?(C
heck

only one)

C
i

H
ow

 w
ell can

you perform
?

(C
heck only

one)

D

W
ho first

taught you?
(C

heck
only one)

E

If self-
taught, w

hat
m

et`.ods did
you use?
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heck as

m
any as

applicable
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up 1-30
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Inject apainful joint

41-S0

2.
M

anipulate a con-
tracted joint

I

-

3.
D

ebride an open
fracture

I
I

61-70

4, Perform
 split-thick-

ness skin

I

03 in 79 -80
D

up 1-30
31 -4f)

5.
Suture a lacerated
tendon

41-50

6.
R

epair a lacerated
blood vessel

51-60
7.

A
pply a bone plate
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8. A

pply a short arm
cast
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A

W
hen did you

first learn?
(C

heck only one)

B

N
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tim

es per-
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ed ?(C
heck

only one)

C

H
ow

 w
ell can

you perform
 ?

(C
heck only

one)

D

W
ho first

taught you?
(C

heck
only one)
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Iftaught,
m

ethods
you
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heck
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any

applicable)
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P
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self-
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R
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I

i

12.
R

educe a supra-
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-
B
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I1

61-70

13.
Insert a K

-w
ire in

a phalanx

1

05 In 79-80
D

up 1-30
3
1
-
4
0

14.
R

elease a trigger
finger

1

41-50
15.

Perform
 a carpal

tunnel release
,'

51-60
16.

Perform
 a w

rist
synovectom

y
I

61-70
17.

Perform
 an upper

extrem
ity tendon

transfer

4

06 in 79-80
D

up 1-30
31-40

18.
Perform

 a cross-
finger pedicle
graft

I
41-50
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E

D
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E

19. R
epair a lacerated

digital nerve

20. W
rite a prescrip-

tion for correc-
tive shoes

A

W
hen did you

first learn?
(C

heck only one)

B

N
um

ber of
tim

es per-
form

ed ?(C
heck

only one)

C

H
ow

 w
ell can

you perform
 ?

(C
heck only

one)

D

W
ho first

taught you?
(C

heck
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INSTITUTIONAL DESCRIPTION FORM

The attached form is designed to provide information to describe your institution, its orthopaedic
facilities, and the support services available. It is to be completed by, or under the supervision of, the
chief of the orthopaedic service in the Institution.

Two copies have been enclosed. One is for your purposes. The second is to be returned, upon com-
pletion, within three weeks of receipt, in the attached self-addressed envelope to:

Carl Olson, Ed. D.
Center for the Study of Medical Education
University of Illinois College of Medicine
901 South Wolcott Street
Chicago, Illinois 60612

If you feel that there are important areas not covered, please feel free to add your comments in the
space provided at the end of the form.

Thank you for your cooperation.

prepared by

Center for the Study of Medical Education

University of Illinois

April, 1969
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INSTITUTIONAL DESCRIPTION FORM

Form
141+1

Program:
1 1.7171.71

Institution:
I 1,5 1 I.17,1

7 9 iv
City: State:

Name of person completeing this form:
Last

1

First Initial

Date:
I

Mo. Day Yr.
11-12 13-14



INSTITUTIONAL DESCRIPTION FORM

1. Type of institution: (please check one)
1) University
2) Public

15 3) Private
4) Military
5) Combination of one or more of the above, please explain

6) Other, please explain

2. Mission or role in community: (please check as many as apply)
1) Teaching hospital
2) Clinic
3) Charity hospital

16 4) Community hospital
5) Military hospital
6) Children's hospital
7) Other, please specify_

3. Please indicate, by checking in the appropriate column, the approximate percent of monetary
support from each of the following sources: (please check as many as apply)

17 A. Patient fees
le B. University budget
19 C. Private Foundatioi

(Continuing supp
20 D. Other Foundation

(intermittent)
c 1 E. Government Grant

(1)
0%

(2)
20%

(3)
'1-40%

(4)
41-60%

(5)
61-80%

(6)
81-100%

1

ot)

s
22 F. Other sources, please specify

Administration

4. Chief administrative officer: (please check one)
1) Professional hospital administrator
2) Physician administrator
3) Other (please specify)

5. Board of directors: (please check one)
I) Members appointed by elicial body
2) Merr hers elected from community at large
3) Members elected from group of sponsors
4) Combination of al. three of the above
5) Some members appointed, others elected from community at large
6) Some members appointed, others elected from group of sponsors
7) None appointed, members instead are -:lected from both the community at large and a

group of sponsors
8) Other (please specify)

6. Medical administration organization: (please check one)
1) Members elected from medical staff

25 2) Membership limited to chiefs of services
3) Other (please specify)

'9
4 2
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35
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38-39
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146-47

48-49

51

7. Administratiive support: (please check as many as apply)
1) Nursing supervisor for inpatient services
2) Nursing supervisor for operating room
3) Nursing supervisor for emergency room
4) Nursing supervisor for operating room
5) Administrative supervisor for inpatient services
6) Administrative supervisor for operating room
7) Administrative supervisor for emergency room
8) Administrative supervisor for outpatient department
9) Other (please specify)

8. Record recall
Inpatient records: (please check one)

1) Record library capable of immediate recall of records pertaining to specific diagnosis
and/or specific treatments

2) Record library capable of immediate recall of records only according to patient's name
or identification number

3) Other (please specify)
Outpatient records: (please check one)

1) Record library capable of immediate recall of records pertaining to specific diagnosis
and/or specific treatments

2) Record library capable of immediate recall of records only according to patient's name
or identification number

3) Other (please specify)

9. Scheduling of special procedures (e.g. myelogram, electroencephalogram, etc. ):
(please check one)

1) Done through central booking agent
2) Done through 43olcing agent in department in which procedure is carried out
3) Other ( please specify)

10. Library availability for residents: (please check the appropriate number for both hours and
distance)

Hours per day Distance (mile)

(1)
<4

(Z)
4-8

(3) (4)
S-12 12-16

(5)
>16

(1)
<1/4

(2)
1/4-1/2

(3)
1/2-1

(4)
>1

A. Gen'l. University
B. Gen'l. Public
C. Univ. Med. School
D. Private Med. School
E. Departmental
F. Other (please

indicate below)

Identify library most used by residents from the list (A through F) given above

11. Approximate size of library most used by residents: (please check one volume size and one
periodical size)

Books
1) Less than 25, 000 volumes
2) 25, 000 - 50, 000 volumes
3) 60, 000 - 75, 000 volumes
4) 75, 000 - 100, 000 volumes
5) More than 100, 000 volumes

3

Periodicals
1 Less than 250 current periodicals
2) 250 - 500 current periodicals
3) 501 - 750 current periodicals
4) 751 - 1, 0(10 current periodicals
5) More than 100, 000 current periodicals

EO



Inpatient Statistics

12. Total number of beds
52-55 1) All services combined
56-5f, 2) Orthopaedic services only

13. Average daily census of inpatients
59-62 1) .411 services combined
63-65 2) Orthopaedic services only

56-67
68-69

70-71

1 in 80
dup 1-14

15
16

17

19

20

21

22

23

14. Approximately what percent of the hospital rooms are in each of the following categories ?
Please check the appropriate

A. 4 or more beds

column

(1)
0%

total ortho

for each

(2)
1-20%

total ortho

category.

(3)
21-40%

total ortho

(4)
41-60%

total ortho

(5)
61-80%

total ortho

(6)
81-100%

total ortho

B. 2 or 3 beds
C. Private, 1 bed

15. Please indicate the approximate percent of orthopaedic inpatients in each of the following
categories by checking the appropriate column for each categury

(1)
0%

(2)
20%

(3)
21-40%

(4)
41-60%

(5)
61-80%

(6)
81-100%

A. Children
B. Adult

A. Rehabilitation
B. Fractures
C. Trauma
D. Rheumatoid
E. Hand
F. Geriatric

IFG. Other please
indicate below)

16. Autopsy rate: (please indicate percent)
24-25 % L) Rate for institution at large
27-29 % 2) Rate for orthopaedic service

Administrative Control of Patients

17. Administrative control of Pediatric patients is taken by: (pl-mse check one)
1) Is taken by Pediatric Department in hospital

30 2) Is taken by that department which customarily Eltencis to the particular disease
problem of the individual patient

3) Other (please specify)

18. Administrative control of Geriatric patients is taken by: (please check one)
1) Is taken by Geriatric Department in hospital

31 2) Is taken by that department which customarily attends to the particular disease
problem of the individual patient

3) Other (please specify)

19, Administrative control of Rehabilitation patients is taken by: (please check one)
i) Department of Physical Medicine and Rehabilitation
2) Department of Orthopaedic Surgery

32 J) That department which customarily attends to the particular disease problem of the
individual patient

4) Other (please specify)

4



20. Administrative control of Trauma cases is taken by: (please check one)
1) Specially designed trauma team
2) General Surgery

33 3) Orthopaedic Surgery
4) Department which customarily attends to particular trauma problem of individual

patient
5) General Surgery and Orthopaedic Surgery alternately
6) Other (please specify)

21.

34

22.

35

23.

36

24.

37

25.

38

26.

39

27.

14o

28.

Administrative control of Fracture cases is taken by: (please check one)
1) General Surgery in all instances
2) Orthopaedic Surgery in all instances
3) General Surgery and Orthopaedic Surgery alternately
4) Other (please specify)

Administrative control of Arthritis patients is taken by: (please check one)
1) Rheumatology in all instances
2) Orthopaedics in all instances
3) Either specialty according to particular need of patient
4) Other (please specify)

Administrative control of Hand problem patients is taken by: (please check o- e)
1) Specially designed :Land service
2) Orthopaedic Surgery in all instances
3) General or Plastic Surgery in all instances
4) General or Plastic Surgery and Orthopaedic Surgery alternately
5) Other (please specify)

Administrative control of Cervical intervertebral disc disease is taken by:
(please check one)

1) Neurosurgery
2) Orthopaedic Surgery
3) Neurosurgery and Orthopaedic Surgery alternately
4) Other (please specify)

Administrative control of Lumbar intervertebral disc disease is taken by: (please check one)
1) Neurosurgery
2) Orthopaedic Surgery
3) Neurosurgery and Orthopaedic Surgery alternately
4) Other (please specify)

Administrative control of Acute spinal cord injury patients is taken by:
(please check one)

1) Neurosurgery
2) Orthopaedic Surgery
31 Both specialties alternately
4) Specially designed team
5) Other (please specify)

Administrative control of Chronic spinal cord injury patients is taken by: (please check one)
1) Neurosurgery
2) Orthopaedic Surgery
3) Both specialties alternately
4) Other (please specify)

Administrative control of Peripheral vascular disease amputation patients is taken by:
(pleatie check one)

1) Orthopaedic Surgery
41 2) General Surgery

3) Orthopaedic Surgery and General Surgery alternately
4) Other (please specify)

5
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29. Administrative control of Skeletal deformity or disease amputation patients is taken by:
(please check one)

1) Orthopaedic Surgery
2) General Surgery
3) Orthopaedic and General Surgery alternately
4) Other (please specify)

30. Administrative control of Musculo-skeletal oncology patients is taken by: (please check one)
1) An oncology service
2) Orthopaedic Surgery
3) Other (please specify)

31. Convalescent facilities: (please check one)
1) Formal affiliation exists with one or more convalescent facilities
2) No formal affiliation exists with such institutions, but they are available in the

community
3) No convalescent facilities are available in the community

22. Custodial care facilities: ( please check one)
1) Formal affiliation exists with one or more custodial care institutions
2) No formal affiliation exists, but such institutions are available in the community
3) No custodial care facilities exist in the community

33. Component rehabilitation services (e.g. physical therapy, occupational therapy, etc. ):
(please check one)

46 1) Are under complete control of Department of Physical Medicine
2) Are under partial control of Department of Orthopaedic Surgery
3) Are autonomous
4) Other (please specify)

34. Please indicate your impressions of each of the following support services. Use the coding
below to indicate those impressions. Be sure to respond for each support service.

6 = More than Adequate (or Superior)
5 = Adequate
4 = Marginal
3 = Inadequate
2 = Very Inadequate (or Inferior)
1 = Not Available

47 1) Orthotics
48 2) Prosthetics

3) Physical therapy
50 4) Occupational therapy
51 5) Special clinical laboratories
52 6) Research facilities
53 7) X-Ray facilities
54 -8) X-Ray personnel
55 9) Rehabilitation facilities
56 10) Convalescent hospital
57 11) PsycholDeacal zounsaling services

12) Vzcational- rehabilitation counseling services
5 13) Social service
6o Medical adninist-ation
61 15) Nursing administration
62 16) Laboratory administration
63 17) Other personnel administration
64 18) c'chool facilities for patients
65 19) Volunteer services
66 20) Non-medical patient services (e.g. TV, telephone, reading materials, recreation

facilities, etc. )
67 21) Pharmacy services
( 22) Other (please specify)

133 6
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Operating Rooms

35. Number of operating rooms:
1) Total, all services
2) Orthopaedics only

36. Scheduling of elective operations: (please check one)
1) Scheduled by individual service chiefs through a central booking agent on the

operating room staff
2) Scheduled by individual surgeons (attending or resident) through a central booking

agent on the operating room staff
3) Scheduled by individual service chiefs through chief surgical officer
4) Scheduled by individual surgeons (attending or resident) through chief surgical officer

37. Scheduling of emergency operations: (please check one)
1) Done by arrangement between individual surgeon (or chief of service) and operating

room personnel
2) Done by arrangement between individual surgeon (or chief of service) and chief

surgical officer, who assigns priority

38. Assignment of nursing and technical personnel: (please check one)
1) Done according to availability of personnel
2) Done according to specialization of personnel
3) Combination of above

39. Scheduling of elective operations by service: (please check one)
1) Service assigned specific day(s) and responsible for booking and timing of schedule
2) Service assigned specific day(s) but booking and timing done through operating room

scheduling agency
3) Service nof assigned specific day, booking and timing done thrutigh operating room

scheduling agency
4) Other (please specify)

40. Operating room i.ontrol: (please check one)
1) Hospital
2) General Surgery
3) Individual specialties
4) Other (please specify)

41. Location of cast room: (please check as many as air'
1) In surgical suite
2) In emergency receiving room
3) In outpatient department
4) Elsewhere (please specify)

42. Selection of Orthopaedic Appliances Routinely Available:
Jr each of the followi'ig appliances use the code below to indicate their availability.

4 = Adequate as -tment readily available
3 = Minimum assortment readily available
2 = Must be procured for each use
1 = Surgeon must supply

Appliance I 4 3 2 1

A. General Bone Instruments (e.g. periosteal
elevators, osteotomes, gouges, etc. )

B. Internal Fixation Devices (e. g. plates,
intramedullary nails, etc. )

C. Endoprostheses
D. Special Appliances (e. g. compression units,

spinal instrumentation equipment, etc. )
E. Power Equipment (electrical or air driven)

7 E4
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43. Surgical X-ray facilities: (please check one)
1) Equipment and technicians assigned specifically to operating room routinely
2) Equipment and technicians summoned to operating room from X-ray department as needed
3) No X-ray available in operating room
4) Other (please specify)

44. Anesthesia services General anesthesia): (please check as many as apply)
25 1) Anesthesiologist(s) administer all anesthesia
26 2) Nurse anesthetist(s) administer anesthesia, under supervision of anesthesiologist(s)
27 3) Nurse anesthetist(s) administer all anesthesia, with no supervision
28 4) Personnel in training

45. Anesthesia services (Local and Regional Anesthesia): (please check one)
1) Anesthesia service administers all local or regional anesthetics

29 2) Surgical service administers all local or regional anesthetics
3) Both services may administer local or regional anesthetics

Admissions

46. Scheduling of admissions from attending& private offices: (please check one)
1) Admissions scheduled through central booking agent by individual physician according to

30 general bed availability
2) Admissions scheduled through central booking agent by individual physician according to

specific service and availability
3) Other (please specify)

31

33

34

35

36
37
38
39
40

47. Scheduling of all other admissions: (please check one)
1) Admissions scheduled through central booking agency by service chief according to

general bed availability
2) Admissions scheduled through central booking agency by service chief according to

specific service bed availability
3) Other (please specify)

48. Are residents granted authority to arrange admissions without specific acknowledgement by
superior (e.g. chief resident, attending)? (please check one)

1) Yes
2) No
3) Other (please specify)

49. Screening of patients: (please check one)
1) Specific screening criteria are used to secure admission of only those patients whose

problems are of value for teaching purposes
2) Specific screening criteria are used to secure admission of adequate numbers a

teaching cases
3) Specific screciing done for purposes other than teaching purposes.

U so, please tzplain.
4) No specific screaing is done

50. Pleas-. estimate the approximate percent of innatients in each of the following categories by
checking the appropriate column for each :atepry.

(1) (2) (3) (4) (5) (6)
0% 1-20% 21-40% 41-60% 61-80% 81-100%

A. English epeaki
B. Non-English Speaking

ng

A. Negro
B. Caucasian
C. American Indian
D. Oriental
E. Other, please ex -An below

E5
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51. Communication skills of patients

Please estimate the percentage of your patient population in the following categories:
(1) (2) (3) (4) (5) (6)
0% 1-20% 21-40% 41-60% 61-80% I 81-100%

41 Communicate well
(7 42 Communicate marginally

43 Communicate poorly

44-45

46-47

48-49

50-51

52-53

54-55

56-57

58
59

60

61

1

52. Patients' ability to understand and comply with directions.

Please estimate the percentage of your patient population defined by the following categories:

(I)
0%

WO

(2)
1-20%
WO

(3)
21-40%
WO

(4)
41-60%
WO

(5)
61-80%
WO

(6)
81-100%
W 0

Satisfactory
Marginal
Unsatisfactory

W = Written
0 = Oral

53. Interpreter services

Please estimate by checking the appropriate column for each category, the availability
(% of time) of interpreter services for non-English-speaking patients.

(1)
0%

(2) (3)
1-20% 21-40%

(4) 1

41-60% I
(5)

61-80%
(6)
51-100%

Patients rn Out In Out In 'Out In Out In Out
-Full range of languages covered

_In

Major la .,,,,uages covered
Few L 1 ges covered
No languages covered

54. Please lo.dcate the approximate percent of inpatients from each of the following socio-
economic groups by checking the appropriate column for each group.

,

A. Upper class

(1)

0%
(2)

1-20%
(3)

21-40%
(4)

41-60%
(5)

61-80%
(6)

81-100%

E. Middle and Upper
Middle

C. Lower Middle and
Upper Lower class

D. Lower class



70
71

72

73
in 8o

dun 1-1/4

15
16

17
18

1,3

20
21

22

211

25

55. Please indicate the approximate percent of inpatients from each of the following geographic
classifications:

A. Metropolitan area over 1,000,000

(1)
0%

(2)
1-20%

(3)
21-40%

(4)
41-60%

(5)
61-80%

(6)
81-100%

B. Urban area 500,000-1,000,000
C. Metropolitan area suburbs
D. Urban area suburbs
E. Cities 250.000-500,000
F. Cities 100,000-250,000
G. Towns 50,000-100,000
H. Towns 25,000-50,000
I. Towns 10,000-25,000
J. Rural communitites 5,000-10,000
K. Rural communities under 5,000
L. Rural, unincorporated
56. Financing of inpatient care--approximate percent using each type:

A. Private insurance

(1)
0%

(2)
1-20%

(3)
21-40%

(4)
41-60%

(5)
61-80%

' (6)
81- Y 00%

B. Group insurance
C. Own resources
D. A and C
E. B and C
F. Charity (Indigent)
G. Medicare
H. Other, please indicate below:

57. What percent of patients rern when requested?

A. Never return

(I) I (2)
0% 1-20%

(3)
21-40%

(4)
41-60%

(5)
61-80%

(6)
81-1000_

4B. Return once
C. Reguhrly return
D. Return irregularly I

Outpatieh Clinics

25-33 58. Ifedicat: Number of anmal outpatient visits:
314 1) General medical
35 2) Ca:iology
36 3) Renal disease
37 4) Metaboloic disorders
38 5) Diabetes

_ _(please check as many as apply)

39 6) Other (please specify

40-414 59. Surgical: Numb( : of annual outpatient visits:
45 1) General surgery
146 2) Plastic surgery
147 3) Neurosurgery
148 4) Obstetrics

5) Gynecology
50 6) Urology
51 7) Otolaryngology
52 8) Ophthalmology
53 9) Other (please specify)

81

10

(please check as many as apply)

.3



51,-5

58
59
6o

61-66
C67

68
69
70

71

14 in 80
dup 1-14

19

20

'1-24
25
26

27-31
32
33

314-38

39 1) Gen-ral orthopaedics
140 2) Adult orthopaedics
141 3) Pediatric orthopaedics (including crippled children)
42 4) Hand
143 5) Hip
1414 6) Amputation aid procchetics
14; T) Rehabilitation
146 8) Scoliosis
)47 9) Spine (other than scoliosis)
148 10) Neurologic orthopaedics
149 11) Arthritis
50 12) Other (please specify)

60. Oncology; Number of ant ual outpatient visits: (please check as many as apply)
1) General oncology
2) Chemotherapy
3) Radiotherapy

61. Pediatrics: Number of annual outpatient visits: (please check as many as apply)
1) Well-baby clinic
2) General pediatrics
3) Metabolic disorder
4) Neurologic disorder
5) Other (please specify)

62. Arthritic: Number of annual outpatient visits: (please check as many as apply)
1) Medical only
2) Combined medical and surgical

63. Neurology: Number of annual outpatient visits; (please check as many as apply)
1) General
2) Subspecialty (please spet.lfy)

64. Psychiatry; Number of annual outpatien1. (please check as many as apply)
1) General
2) Subspecialty ,(please specify)

65. Orthopaedic; Number of annual outpatient visits: (please check al many as apply)

51

52

53
54

55
56

57

66. Financing of outpatient departmer' operation

Please indicate by checking in the appropriate column the approximate percent of monetary
support from each of the following sources:

A. Patient fees

(1)
0%

(2)
1-20%

(3)
21-40%

(4)
41-60%

(5)
61-80%

(6)
81-100%

B. University budget
C. Private foundation
D. Government, federal
E. Government, local
F. Non-govt., third party
G. Other, please indicate

below

11

68



Support Services

67. Please indicate which of the following support services are part of the Outpatient Department
(please check as many as apply)

58 1) Orthotics
2) Prosthetics
3) Physical therapy
4) Occupational therapy
5) Clinical laboratories
6) X-Ray facilities
7) Rehabilitation facilities
8) Psychological counseling services
9) Vocational-rehabilitation counseling services
10) Social service
11) Volunteer services
12) Pharmacy services
13) Home nursing services

71 14) Other (please specify)
9 in 80
dup 1-114 68. Please indicate which of the following personnel and the nu- tier, who are regularly assignee

t' the outpatient orthopaedic clinic: (please check as n' :y as apply)

15-17 1) Registered nur5. Number
18-20 2) Practical nurse Number
21-23 3) Nurse's aide Number
24-26 4) Orderlies Num'wr
2" 29 5) Plaster technician Number
30-32 6) Social worker Number

Clerical support services

69. In-patient records and activities: (please check as many as apply)
33 1) Secretarial service available to house staff
34 2) Typing pool available to house staff
35 3) Clerical research assistant available to hoa.ca staff
36 4) Liason clerk for communication with community resources available
37 5) No clerical services available to house staff
38 6) Other (please specify)

70. Outpatient. records and activities: (please check as many as apply)
39 1) Secretarial service available to house staff
lio 2) Typing pool available to house staff
41 3) Clerical research assistant available to house kitaff
42 4) Liason clerk for communication with community resources available
43 5) No clerical services available to house staff
144 6) Other (please specify)

6 in 80 ADDITIONAL COMMENTS
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RESIDENT ATTITUDE SURVEY

The purpose of the attached Resident Attitude Survey is to identify variations in attitudes amen
residents, both within arid between programs.

We ha "e tried to cover many different points of view, so you may agree strongly with some state-
ments and disagree with others. However you feel, you can be certain that many people believe as you do.

Be sure to respond to each statement with YOUR opinion. The best response to each statement is
Y)UR personal opinion. There are no "right" or "wt ^TT' responses. Respond quickly; your immediate
reaction to a statement is probably the best one. Stattments which do not apply (i. e., no students on this
rotation, etc. ) should be left blank.

Thank you for your cooperation.

prepared by

Center for the Study of Medical Education

University of Illinois

April, 1969



Program:

Institution.

City:

RESIDENT ATTITUDE SURVEY

11111
1 2

13 14 15 1_6 1

I I I L
7 8 9 10

AMA Number

Social Security Number

Year of Traiaing Beyond Internship

State:

111 1121131141151161171181191201

1_1_1
21 22 23 24 25 26 27 28 29

1_3_151

Name: Date: I

Last First Middle Mo. Day Yr.
31-32 33-34

DIRECTIONS

Respond to each of the following statements by using the coder' shown below. To indicate
your reaction to each statement circle the number which most cluiely corresponds to YOUR feeling about
that statement.

Coded Scale

1 = Strongly Disagree
2 =Disagree
3 = Tend to Disagree
4 = Tend to Agree
5 = Agree
6 = Strongly Agree

Please be sure to respond to each applicable 13tatement!



1 = Strongly Disagree 3 = Tend to Disagree
2 = Disagree 4 = Tend to Agree

5 = Agree
6 = Strongly Agree

Col.

STATEMENTS RESPONSES

I. Residents play a major role in teaching on my service. 1 2 3 4 5 6 35

2. My residency is primarily a learning experience as opposed to a
teaching experience.

1 2 3 4 5 6 36

3. Time spent arranging to have laboratory tests done detracts from
time I could use on some more productive areas.

1 2 3 4 5 6 37

4. Residents do too many menial tasks on my service. 2 3 4 5 6 38

5. The full-time faculty in my department understands and appreciates
the contributions of the r( Adent.

1 2 3 4 5 6 39

6. I am resigned to serving my residency to meet specialty board
requirements.

1 2 3 4 5 6 40

7. Evaluation of a resident is based primarily on surgical skill. 1 2 3 4 6 141

8. My service is known as a "residents' service". 1 2 3 4 5 6 42

9.. Most residents are primarily interested in lining up a practice. 1 2 3 4 5 6 143

10. Students on my service hinder the performance of my duties. 1 2 3 4 5 6 414

11. Regularly scheduled resident meetings are a 'faits.," e educational activity. 1 2 3 4 5 6 145

12. Private patients are valuable to me because they enable me to see
sophisticated, intelligent patients.

1 2 3 4 5 6 146

13. I have sufficient opportunity to work closely with the senic . 1 2 3 4 5 6 147

(attending) staff.

14. Specialty board requirements at e in ,eneral too rigid. 1 2 3 4 5 6 48

15. Hospital personnel in paramedi' areas are as well trained in
their fields as are physicians in theirs.

2 3 4 5 6 149

16. Residents are exploited by the hospital and its attending physicians. 1 2 3 4 5 6 50

17. Residents do tuo much research. 1 2 3 4 F 6 51

18. The attendings in my department exert a strong effort toward making
the residents' experience a valuable one.

1 2 3 4 5 6 52

19. Since physicians Ls training are grossly underpaid, a man is justified in
charging high 'ees when he goes into practice.

1 2 3 4 5 6 53

20. The morale of the resident staff is low. 1 2 3 4 5 6 54

21. I have sufficient opportunity todevelop and use my operative skills in
this residency program.

1 2 3 4 5 6 55

22. Having stuCents around causes me to "read up" more than I might have
done otherwise.

1 2 3 4 5 6 56

23. I feel that the residents' assignments are determined primarily by a
need to provide "service" to patients.

1 2 3 4 5 6 57

24. Experience with private patients is valuable to me in spite of limitations
in my responsibility for them.

1 2 3 4 5 6 58

25. Paramedical personnel have too much control over a resident's activities. 1 2 3 4 5 8 59

26. Residents are given the feeling that they can make a significant contri-
bution to improving the performance of interns.

1 2 3 4 5 8 60

93
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1 = Strongly Disagree 3 = Tend to Disagree
2 = Disagree 4 = Tend to Agree

5 = Agree
6 = Strongly Agree Co 1 .

_STATEMENT RESPONSES
27. The number of private patients on my service is inadequate. 1 2 3 4 5 6 61

28. Residents try to excite the curiosity of students. 1 2 3 4 5 6 62

29. I have too much night duty. 1 2 3 4 5 6 63

30. Residents have the feeling that their work is an important activity. 1 2 3 4 5 6 64

31. There are too many ward (et.. rity, service, indigent) patients admitted
on my service. 1 2 3 4 5 6 65

32. My department is generally regarded as haling a "stimulating" teaching
staff. 1 2 3 4 5 6 66

33. tt was known to the residents that this residency program had been
organimed with specific objectives in mind. 1 2 3 4 5 6 67

34. The full-time staff in my derkitment places great emphasis NI the
practical management of problems. 1 2 3 4 5 6 68

35. We have too little elective timt my service. 1 2 3 4 5 6 69

36. Work of the residents is rarely reviewed by other physicians. 1 2 3 4 5 6 70

37. Attendings consciously strive to improve their performance as teachers. 1 2 3 4 5 6 71

38. Setting a good example is thd &at -..2y for a resident to contribute to
a person's education. 1 2 3 4 5 6 72

39. Senior residents, chief residents and fellows should have academic
appointments. 1 2 3 4 5 6 73

40. There is a congenial relationship between most of the attendings and
residents on my service. 1 2 3 4 5 74

41. Residents are helped to understand the source of important problems
they may be facing. 1 2 3 4 5 6 75

42. Having to teach takes time away from more important things I want to do. 1 2 3 4 5 6 76

43. Attending physicians are practice and patient oriented rather than
scientifically oriented. 1 2 3 4 5 6 77

44. The presence of students on my service makes it a better "teaching
service". 1 2 3 4 5 6 78

45. Most residents here make an effort to keep up with the current medical
literature. 1. 2 3 4 5 6 791 in 80

46. All residents should have an academic appointment as well as a hospital up1-30

appointment. 1 2 3 4 5 6 31

47. When I began my assignment on this specialty the resident's role was
made clear 3 me. 1 2 3 4 5 6 32

48. What is best for the patients is consid.red in making decisions affecting
educational programs. 1 2 3 4 5 6 33

49. I now believe this residency would be better without students. 1 2 3 4 5 6 34

50. Residents are open and free about exchanging information. 1 2 3 4 5 6 35

51. Teaching students how to perform certain procedures helps to
improve my own technique. 1 2 3 4 5 6 36

C
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I = Strongly Disagree 3 = Tend to Disagree
2= Disagree 4 = Tend to Agree

5 = Agree
6 = Strongly Agree

Col.

STATEMENTS RESPONSES

52. Instruction from the full-time faculty is too empiric. 1 2 3 4 5 6 37

53. Clinical laboratory services at this hospital are adequate and available
without much difficulty.

1 2 3 4 5 6 38

54. Constructive suggestions are offered to residents in dealing with their
major problems

1 2 3 4 5 6 39

55. Evaluation of the residents goes on constantly. 1 2 3 4 5 6 4o

56. Residents are willing to help out when a fellow resident has a great
deal of work to do.

1 2 3 4 5 6 41.

57. Residents play a minor role in teaching. 1 2 3 4 5 6 42

58. The full-time attendings who have private patients usually give
the resident the opportunity to make most decisions in the patient's
work-up and care.

1 2 3 4 5 6 43

59. My service is known as an "interns' service". 1 2 3 4 5 6 44

60. It is difficult to determine the effectiveness of residents. 1 2 3 4 5 6 45

61. The presence of students probably doesn't affect my learning one way
or the other.

1 2 3 4 5 6 46

62. "Moonlighting" is necessary for me to meet basic financial needs for
my family.

1 2 3 4 5 6 47

63. Evaluation of a resident is based primarily on clinical judgment. 1 2 3 4 5 6 48

64. The residents and attendings in my program generally do not mix
socially.

1 2 3 4 5 6 49

65. The full-time faculty places great emphasis on pathogenesis and
pathophysiology.

1 2 3 4 5 6 50

66. The best way for a resident to teach students is to have formal confer-
ences with them.

1 2 3 4 5 6 51

67. Instruction from the full-time faculty is too theoretical or abstract. 1 2 3 4 5 6 52

68. Demands on the resident are so great they are almost impossible to meet. 1 2 3 4 5 6 53

69. On my service, the resident should play a role in evaluation of residents
junior to himself.

1 2 3 4 5 6 54

70. I have sufficient opportunity to develop and use my clinical skills during
residency. 1 2 3 4 5 6 55

71. The residents get along together socially 1 2 3 4 5 6 56

72. If I had it to do over again, I would select this residency program. 1 2 3 4 5 6 57

73.. The different sidlls found in the attendings are full' utilized. 1 2 3 4 5 6 58

74. The most important aspect of my residency is treating patients. 1 2 3 4 5 6 59

75. I could be a great deal more effective as a resident. 1 2 3 4 5 6 6o

76. Residents are treated as professional workers. 1 2 3 4 5 6 61

77. My service is the best one it, the hospital. 1 2 3 4 5 6 62

78. My service is student oriented. 1 2 3 4 5 6 63



111 Strongly Disagree
2 = Disagree

3 = Tend to Disagree 5 LI Agree
4 = Tend to Agree 6 7: Strongly Agree

Col .

STATEMENTS

Most of what I have learned thus far has

79. My chief of service

80. Various attendings

81. Residents senior to me

82. Residents junior to me

83. Paramedical personnel

34. Most of what I have learned thus far has
satisfaction.

85. The attending staff is sufficiently aware
accurate evaluation of my work.

been from:

not been supervised to my

of my performance to render an 1 2 3 4 5 6 70

RESPONSES

1 2 3 4 5 6 64

1 2 3 4 5 6 65

1 2 3 4 5 6 66

1 2 3 4 5 6 67

1 2 3 4 5 6 68

1 2 3 4 5 6 69

Please complete within two weeks of receipt. Seal in the attached envelope and deliver to your
chief for return to: Carl Olson, Ed. D.

Office of Research in Medical Education
University of Illinois at the Medical Center
901 South Wolcott
Chicago, Illinois 60612

Thank you for your cooperation.

4 "

C

Additional Comments

2 in
8o
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ATTENDING ATTITUDE SURVEY

The purpose of the attached Attending Attitude Survey is to identify variations in attitudes among
attendings both within and between programs.

We have attempted to cover many different points of view, so you may agree strongly with some
statements and disagree with others. However you feel, you can be certain that many people believe
as you do.

The best response to each statement is your own opinion, and your immediate response is more
important than a carefully considered one.

Thank you for your cooperation:

prepared by

Center for the Study of Medical Education

University of Illinois

Jose, 1969



Program:

Institution: 1_1_1_1_1
7 8 9 10

City: State

ATTENDING ATTITUDE SURVEY

1_21 1 1

1 2

3 4 5 6

AMA Number:

Social Security Number:

I I I I I I I I I I I

11 12 13 14 15 16 17 18 19 20

1_ I_ 1_ 1 1_1_ I 1_1_1_1_ I
21 22 23 24 25 26 27 28 29

Please indicate in the boxes to the right the approximate per cent of time per week you spend in
activities directly related to resident training. (1/2 day per week equals 10%. )

Please indicate below the nature of these educational activities:
(please check as many as apply)

I_ I_ I_ I%
30 31 32

(33) 1) Ward rounds
(34) 2) Clinic supervision
(35) 3) Grand rounds
(36) 4) Operating Room supervision
(37) 5) Individual conferences with residents
(38) 6) Special lectures
(39) 7) Attendance at national and state meetings
(4o) 8) Other (please specify)

Name: Date:
I I I

Last First Mid. Initial Mo. Day Yr.
41-42 43-44

DIRECTIONS

Respond to each of the following statements by using the coded scale shown below. To indicate
your reaction to each statement circle the number which most closely corresponds to YOUR FEELING
about that statement.

Coded Scale

1= Strongly Disagree
2= Disagree
3= Mildly Disagree
4= Mildly Agree
5= Agree
6= Strongly Agree

Please be sure to respond to each statement::

1c 9



1 = Strongly Disagree 3 = Mildly Disagree
2 = Disagree 4 = Mildly Agree

5 = Agree
6 = Strongly Agree

col.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

STATEMENTS RESPONSES

The most important activity in a residency program is the
teaching of orthopaedics. 1 2 3 4

In a good orthopaedic residency program the material to be
learned is specified. 1 2 3 4

The most effective teacher has a personal interest in the
progress of each resident. 1 2 3 4

Mastery of orthopaedic subject matter is the prime requisite
for retention in the program. 1 2 3 4

Effective teaching is enhanced by "getting to know" the
residents well. 1 2 3 4

Residents learn more from othet residents than they do
from attendings. 1 2 3 4

Residents should be grounded in orthopaedic knowledge before
being allowed to exercise independent responsibility. 1 2 3 4

Residents respect attendings who expect them to work hard. 1 2 3 4

Skillful teaching can increase a resident's tnterest in ortho-
paedics. 1 2 3 4

The residents' service responsibilities are useful for
learning orthopaedics. 1 2 3 4

Basic science courses prepare residents for understanding
orthopaedic problems. 1 2 3 4

Residents learn researck procedure best by doing research. 1 2 3 4

Attendings should make the decisions in patient management. 1 2 3 4

The best way to present a case is as a problem to be solved. 1 2 3 4

Attendings should make allowances for individual differences
when teaching residents. 1 2 3 4

16. Only a few attendings are capable of effective teaching.

17. Residents should participate in the planning of the program's
educational activities.

18. The service needs of this program are overemphasized.

19. Attendings who respect residents encourage participation in
planning patient management.

20. Good teaching cases relate isolated problems with overall goals
of orthopaedic management.

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64



1 IS Strongly Disagree
2 = Disagree

3 := Mildly Disagree
4 = Mildly Agree

5 Agree
6 Strongly Agree

STATEMENTS RESPONSES

21. The contrasting skills and interests of residents makes team
work a profitable experience. 1 2 3 4 5 6 65

22. Teaching on ward rounds is usually impractical. 1 2 3 4 5 6 60

23. Teaching residents is best done by giving organized
lectures. 1 2 3 4 5 6 67

24. An attending can "reach" an uncooperative resident by
taking a personal interest in his situation. 1 2 3 4 5 6 68

25. Attendings should have an overall plan of program objectives
to use in their work with residents. 1 2 3 4 5 6 69

26. Residents should be given more freedom in designing their
own programs 1 2 3 4 5 6 70

27. Resident morale is maintained when open communication is
possible. 1 2 3 4 5 6 71

28. Demonstrated interest in a resident's progress increases
his productivity. 1 2 3 4 5 6 72

29. Follow-up is as important a learning experience for residents
as is acute management. 1 2 3 4 5 6 73

30. Teaching residents is a valuable activity. 1 2 3 4 5 6 713

31. There should be an outline of the material to be covered
in the residency program. 1 2 3 4 5 6 75

32. Heavy service demands impose a stereotyped approach to
patient management. 1 2 3 4 5 6 76

33. Residents should have more supervision than they get. 1 2 3 4 5 6 77

34. Residents can be stimulated by being given freedom to
develop their own interests. 1 2 3 4 5 6 78

35. The deliberate use of sarcasm in teaching activities is
harmful. 1 2 3 4 5 6 79

1 in 80
36. When given a choice of activities, residents generally dup 1-1414

select what is best for them. 1 2 3 4 5 6 145

37. All conferences should be free from interruptions. 1 2 3 4 5 6 146

38. Basic science courses are often irrelevant. 1 2 3 4 5 6 147

39. Well-established hospital routines allow the residents to
plan their own study time. 1 2 3 4 5 6 148

101 3



1 = Strongly Disagree
2 = Disagree

3 = Mildly Disagree
4 = Mildly Agree

STATEMENTS

40. Learning is a process of increasing one's store of specific
facts about orthopaedics.

41. Attendings are more effective when they maintain proper
"professional distance" between residents and themselves.

42. Residents learn to stay alert when they are expected to
respond immediately to demands.

43. Heavy patient loads make teaching residents difficult.

44. Residents gain more satisfaction from doing a difficult
task well than from any other achievement.

45. Residents should be evaluated on attitudes as well as on
achievement.

46. Attendings should be prepared to demonstrate the relation-
ship between basic information and clinical problems.

47. Residents respect attendings who stand firm on their
convictions.

48. The quality of the teaching program has no effect on the
residents' interest in orthopaedics.

49. Residents should do a research project during residency.

50. Residents learn best in an atmosphere of mutual respect.

51. Surgical skill is best developed by a progressively difficult
sequence of cases.

52. Discipline is necessary for maintaining resident productivity.

53. Residents who repeatedly disrupt program routine should be
dismissed.

54. Under ideal conditions residents should view each attending
as a "specialist" in the subject matter taught.

55. Attendings should use a resident's previous experience in
deciding what he should do on a new rotation.

56. Attendings should not allow a resident to become unduly
specialized early in his training

57. The most realistic guide for residency training is based on
an ordered classification of orthopaedic information.

58. Residents learn the best surgical technique by observing in
the operating room.

59. The attitudes of a resident can be changed during a residency,

1C2
4

5 = Agree
6 = Strongly Agree

RESPONSES

1 2 3 4 5 6 149

1 2 3 4 5 6 50

1 2 3 4 5 6 51

1 2 3 4 5 6 52

1 2 3 4 5 6 53

1 2 3 4 5 6 54

1 2 3 4 5 6 55

1 2 3 4 5 6 56

1 2 3 4 5 6 57

1 2 3 4 5 6 58

1 2 3 4 5 6 59

1 2 3 4 5 6 60

1 2 3 4 5 6 61

1 2 3 4 5 6 62

1 2 3 4 5 6 63

1 2 3 4 5 6 64

1 2 3 4 5 6 65

1 2 3 4 5 6 66

1 2 3 4 5 6 67

1 2 3 4 5 6 68



1 = Strongly Disagree
2 =Disagree

3 = Mildly Disagree
4 = Mildly Agree

5 = Agree
6 = Strongly Agree

60.

STATEMENTS RESPONSES

The goals of the residency program should be determined
by the residents' interests and needs. 1 2 3 4 5 6 69

61. Attendings adequately meet their teaching responsibilities
just by providing patients. 1 2 3 4 5 6 70

62. The major function of the resident is to assist in getting
the work done. 1 2 3 4 5 6 71

63. A good residency program integrates the basic sciences
with clinical problems. 1 2 3 4 5 6 72

64. Residents should concentrate on learning the procedures
used in this institution. 1 2 3 4 5 6 73

65. Unusual cases make the best teaching material. 1 2 3 4 5 6 714

66. Individual differences should be accommodated in planning
the overall program of each resident. 1 2 3 4 5 6 75

67. The most effective teaching of residents occurs in organized
conferences. 1 2 3 4 5 6 76

68. Residents learn clinical judgment best by observing the
attendings arrive at decisions. 1 2 3 4 5 6 77

69. Residents master information when they prepare topics for
conference presentation. 1 2 3 4 5 6 -.0

70. Attendings should participate in the teaching program if
they wish to have residents working on their service. 1 2 3 4 5 6 79

2 in 80
71. Learning conditions are optimal when the social and up 1-44

emotional needs of residents are being met. 1 2 3 4 5 6 45

72. The research residents do is usually a waste of time. 1 2 3 4 5 6 46

73. All an attending needs, to be a good teacher, is an xtensive
knowledge of orthopaedics. 1 2 3 4 5 6

74. The residents' service responsibilities interfere with their
learning. 1 2 3 4 5 6 )48

75. Developing surgical skill is the most important function
of a residency program. 1 2 3 4 5 6 149

76. The resident's impression of an attending's personality influences
what he learns from that attending. 1 2 3 4 5 6 50

77. An attending who becomes involved in the personal problems of
residents loses his effectiveness as a teacher. 1 2 3 4 5 6 51

78. Teaching sessions should be held after the dars 'work is done. 1 2 3 4 fi 6 52

le 3 5



1 = Strongly Disagree 3 = Mildly Disagree
2 Disagree 4 = Mildly Agree

5 Agree
6 Strongly Agree

Col.

STATEMENTS

79. Patient management experience aids residents in the
development of suitable attitudes toward patients,

80. Most residents can learn an adequate amount of orthopaedics
in spite of deficiencies in a teaching program.

81. Attending professional meetings and special courses is an
important way for residents to learn.

82. Hospital routines restrict a resident's individual curiosity.

83. The best way to present a case is to give a detailed account
of what was done and why it was done.

84. Residents do not uoually cover the important material without
some prodding.

85. Residents learn most efficiently by being required to assume
responsibility for patient care.

86. Mature residents learn more on their own initiative than
under tight supervision.

RESPONSES

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

Please complete within two weeks of receipt. Seal in the attached envelope and deliver to your
chief for return to:

Thank you for your cooperation.

C

Carl Olson, Ed. D.
Office of Research in Medical Elucation
University of Illinois at the Medical Center
901 South Wolcott
Chicago, Illinois 60612

ADDITIONAL COMMENTS

1.04
6
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54

55

56
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58

59

60
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RESIDENT EVALUATION OF OPERATIVE PROCEDURES

This form is intended to elicit comments about YOUR experiences with the operative management of
patients on your rotation at THIS time. Your answers should reflect the procedures and practices employed
by the majority of attendings with whom YOU work directly. Soctions I through IV are concerned with all
scheduled (non-emergency) surgery. Section V is concerned with all emergency surgery and Section VI
with general management.

prepared 'by

Center for the Study of Medical Education

University of Illinois

April, 1969



RESIDENT EVALUA ;ION OF OPEPATIVE PROCEDURES

INSTRUCTIONS

rlease read the entire form before selecting any responses.
Your comments regarding NOTABLE EXCEPTIONS may be listed at the end of 29.ch section. You
may mark your responses with a (V) in the appropriate column(s). Check one box in EACH column
for EACH question to indicate the ways in which patients are managed. Most hospitals serve
several different types of patients (third-party pay, private, etc. ); use Caumn A for the most
prevalent patient type, Column B for the second most prevalent type. Please list below the char-
acteristics of these two major groups of patients.

Type A Patients Are:

Name:

Type E Patients Are:

Program:

Year of Residency (after internship):

Present Rotation:

1) Children's
2) Trauma
3) Adult
4) Hand
5) Rehabilitation
6) Research
7) Other (please specify)

Location of Rotation: Institution

City:

11 161
1 2

Date: i I 3-6
Mo. Day Yr.

3-4 5-6

7 8 9 10

1_1
11

not
rite in
this col



I. PRE-OPERATIVE DECISIONS

1. The INITIAL decision to manage a patient peratively and utilize a
specific operative procedure is usually made by:

a. Attending(s) (Go to Question 2)

b. Resident(s) (Go to Question 3)

c. Attending(s) and resident(s) jointly (Go to Question 4)

2. The attending(s) decision is usually:

a. Not discussed with residents

b. Discussed with residents

a) BEFORE informing them of the decision

b) AFTER informing them of the decision

c. Other (please specify)
(Go on to Question 5)

3. The resident,(s) decision is usually:

a. Reviewed in detail by attending(s)

b. Reviewed fa part by attending(s)

c. Accepted without review

d. Not presented to attending(s)

e. Reviewed by other resident(s)

f. Other (please specify)
(Go on to Question 5)

4. The decision of the attending(s) and resident(s) is:

a. Arrived at jointly after discussion between attending(s) and resident

b. initiated by attending(s) THEN confirmed with resident(s)

c. Initiated by resident(s) THEN confirmed with attending(s)

d. Made by resident(s) who must justify decision with attending(s)

e. Other (please specify)

NOTABLE EXCEPTIONS:

Patients

A

i
1.08

2

Do not
write in
this col
Card col

(1 or 0)

17-18

19-20

21-22

23-24

25-26

27-28

29-30

31-32

33-314

35-36

37-38

39-4o

41-42

43-44

45-46

47-48

49-50

51-52

53-54



II. PRE-OPERATIVE MANAGEMENT

5. Once the operative decision has been made, pre-operative management
is usually controlled by:

a. Attending who writes orders without consultation

b. Resident who writes orders without consultation

c. Pre-prescribed routines

d. Resident who writes orders in consultation with other resident(s)

e. Other (please specify)

6. Immediate pre-operative medications are usually initiated and ordered by:

a. Anesthesia staff without consultation

b. Orthopaedic service without consultation

c. Anesthesia after consultation with orthopaeuics

d. Other (please specify)

7. Determining whether the proper equipment and materials for the procedure
are available he operating room is usually done by:

a. The attending

b. The resident

c. The resident and checked by the attending

d. Operating room staff

e. Other (please specify)

NOTABLE EXCEPTIONS:

Patients

A

1(9

o not
rite in

this col.
and col.

(1 or 0)

55-56

57-58

59 -60

61-62

63-64

65-66

67-68

69 -70

71-72
1 in 80

21-22

23-214

25-26



III. OPERATIVE MANAGEMENT

8. At operation, the attending is usually:

a. Present, scrubbed and performs operative procedure

b. Present, scrubbed and assisting the resident in performing the procedure

c. Present, scrubbed and observing

d. Present but nct scrubbed

Present in area and available if needed but not in operating room

f. Absent, not in the area, not available

g. Other (please specify)

9. At operation, the preparation and draping of the patients is usually:

a. Done by the attending

b. Directed by the attending

c. Decided upon and done by resident after consultation with attending

d. Done by resident without consultation

e. Done by nursing staff

f. Other (please specify)

10. In EXPOSING the actual operative field or site, usually the

a. Attending performs the majority of this part of the procedure

b. Resident performs the majority of this procedure witn
a) Step by step guidance of the attending

b) Occasional comments from the attending

c) Attending acting as assistant only

d) Attending acting as observer only

c. Resident is in complete charge with attending
a) Not present in operating room but available

b) Not present, not available

d. Other (please specify)

11. After the site has been exposed, the operative procedure itself (not including
ancillary procedures such as obtaining grafts, etc. ) is usually done by the

a. Attending who performs the procedure

b. Resident who performs the procedure with

a) Step by step guidance of attending

b) Occasional comments from attending

cj Attending acting as assistant only

d) Little or no comment from the attending

c. Resident is in complete charge with attending not present

d. Other (please specify)

4

u not

Patients rite in
his col.

A col.

(1 or 0)

7-28

9-30

1-32

33-34

35-36

37-38

:q-40

41-42

43-44

45-46

47-48

49-5o

51-52

53-514

55 -5b

57-58

59-6o

61-62

63-64

65-66

67-68

2 in 80
(1 or 0
dup

17-18

19-20

21-22

23-24

25-26

27-28

29 -3C

31-32



III. OPERATIVE MANAGEMENT (Cont'd. )

12. Any ancillary procedure(s) (such as obtaining grafts, etc. ) required is
usually done by the:
a. Attending who performs the procedure

b. Resident who performs the procedure with
a) Step by step guidance of attending
b) Occasional comments from attending
c) Attending acting as assistant only
d) Little or no comment from the attending

c. Resident is in complete charge with attending not present
d. Other (please specify)

13. During closure after this part of the procedure is complete, and prior to
application of dressing or cast, usually the
a. Attending performs the majority of this part of the procedure
b. Resident performs the majority of this part of the procedure with

a) Step by step guidance of attending
b) Occasional comments from attending
c) Attending acting as assistant only
d) Little or no comment from the attending

c. Resident is in complete charge with attending not present
d. Other (please specify)

14. Post-operatively (e.g. while applying a cast, applying dressing, etc. ) in the
operating room, usually the
a. Attending performs the majority of this part of the procedure
b. Resident performs the majority of this part of the procedure with

a) Step by step guidance of attending
b) Occasional comments from attending
c) Attending acting as assistant only
d) Little or no comment from the attending

c. Resident is in complete charge with attending not present
d. Other (please specify)

15. In the event of complications in the operating room, usually the
a. Attending assumes (or continues) complete control immediately
b. Attending allows resident to continue with closer supervision
c. Attending allows resident to continue without closer supervision
d. Attending allows resident to assume more control
e. Attending is not present in operating room
f. Other (please specify)

NOTABLE EXCEPTIONS:

Patients
A

I _
I _

5

Do not
write in
this col

card col.

2an_a_
33-34

35-36

37-38

39-4o
41-42

43-44

45-46

47-48

49-5o

51-52

53-514

55-56

57-58

59-60
61-62

63-64
(1 or
dup 1-1

17-18

19-20

21-22

23-24

25-26

27-28

29-30

31-32

33-314

35-36
37-38

39-4o

41-42

43-44



IV. POST-OPERATIVE MANAGEMENT

16. Post-operatively, the management of the patient is usually directed by:
a. Attending only

b. Resident(s) only

c. Pre-prescribed routines

d. Resident(s) who write orders in consultation with attending

e. Resident who writes orders in consultation with other resident(s)

f. Resident(s) who write orders without consultation

g. Other (please specify)

17. Following the operative procedure the actions of the resident(s) are usually
a. Not evaluated o discussed by attending

b. Evaluated by the attending without discussion

c. Are discussed and evaluated in conjunction with attending

d. Left to the resident to discuss with other residents

e. Other (please specify)

NOTABLE EXCEPTIONS:

Patients
A

V. EMERGENCY MANAGEMENT

18. In emergency situations (other than during routine operating hours) the
definitive management decision is usually:
a. Postponed whenever possible until regular hours

b. Routinely handled as soon as possible

c. Other (please specify)

19. The emergency operative management decisions are usually made by:
a. Attendings who are present

b. Residents with telephone consultation with attendings

c. Residents with consultation of other resident(s)

d. Other (please specify)

NOTABLE EXCEPTIONS:

Patients
A

ro not

write in
this col
Card col
73757
45-46

47-48

49-50

51-52

53-54

55-56

57-58

59-60

61-62

63-64

65-66

67-68

4 in 80

( 1 or 0)

dup 1-16

1_1 17-18

1_1 1_1 19_20

1_1 1_1 21-22

1_1 11 23-24

1_1 1_1 25-26

LI LI 27-28

LI LI 29 -30

152
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VI. GENERAL MANAGEMENT

Using the following code, write one number in each column for each item to indicate tin
attention given the following factors prior to, or following, a procedure:

Use the following code to respond to the remaining factors:

I Not explicitly discussed or enumerated
2 Enumerated by attending without discussion
3 Enumerated by resident without discussion
4 Discussed by resident(s) and attending(s)
5 Discussed by resident(s)

Patients

A

20. The nature of actual or potential complications

21. The management of actual or potential complications

22. The steps in basic operative procedure employed
23. The pathology of the case
24. The basic principles of handling tissues
25. The basic principles of instruments and equipment employed

26. The rehabilitation of the patient
27. The degree of "success" of a procedure
28. The prognosis for the patient

NOTABLE EXCEPTIONS:

Please complete within two weeks of receipt. Seal in the attached envelope and deliver to your
chief for return to: Carl Olson, Ed. D.

Office of. Research in Medical Education
University of Illinois at the Medical Center
901 South Wolcott
Chicago, Illinois 60612

Thank you for your cooperation.

Additional Comments

7

Do not
write in
this col.

Card co]..

31-32

33-34

35-36

37-38

39-40

41-42

43-44

45-46

47-48

5 in 80



ORTHOPAEDIC TRAINING STUDY

Program

Questionfratire

AMERICAN BOARD OF ORTHOPAEDIC SURGERY

NK-NAS SKELETAL SYSTEM COMMITTEE

CENTER FOR THE STUDY OF MEDICAL EDUCATION



PROGRAM QUESTIONNAIRE

The attached form is designed to gather information which describes the
characteristics of your orthopaedic residency program. It is to be completed
by, or under the supervision of, the chief of the program.

This form is similar to one completed by your office two years ago; the
data obtained on this form will be used in part to determine the extent to which
programs have changed during this period of time.

If you feel that there are important areas not covered, please feel free
to add your comnents on the pages provided at the end of the questionnaire.

Plei;Ae return the completed form within two weeks of receipt in the
attached self-addressed envelope to:

Carl J. Olson, Ed.D., Coordinator
Center for Educational Development
University of Illinois College of MediciLe
901 South Wolcott Street
Chicago, Illinois 60612

Thank you for your cooperation.

prepared by

'Center for Edbcational Development
University of Illinois

August, 1971

"



Form

Program:

PROGRAM QUESTIONNAIRE

1_31_21

12

13 14 151_61

Program Chief:
Last

Administrative location of program:

Institution

University Affiliations, if any:

University

First Initial

City

City

State

State

ORME Use Name and location of all hospitals in Program:
only
Code Hospital City

1 in 80

Date:

State

Month Day Year
67-68 69-7o



dup
1-6 PROGRAM QUESTIONNAIRE

1. Status of program in parent institution: (please check one)
1) Department of orthopaedic surgery in a medical school
2) Department of orthopaedic surgery in a non-university hospital

7 3) Division of department of surgery in a medical school
4) Division of department of surgery in a non-university hospital
5) Other (please specify)

2. Medical school affiliation: (please check one)
1) No medical school affiliation. (Please skip to question 4. )
2) Affiliated

8 ___3) Member department in a medical school

3. Medical school type : (please check one)
1) Public but non-university
2) Public an4janiversity

9 3) Private but non-university
4) Private and university

4. Geographic organization of program (please check one)
1) Entire program organized in one institution
2) Program organized in several institutions in one geographic locale

10 3) Program organized in several institutions some of which are located in distant geo-
graphic regions

4) Other (please specify)

5. Function of chief of program: Grease check one)
1) Direct control over all facets of program

11 2) Parts of control delegated to chiefs of service of constituent parts of program
3) Other (please specify)

6. Preparation and training of chief of program: (please check as many as apply)
12 1) Orthopaedic residency and certification, only
13 2) Graduate level degree in clinical or basic science related to orthopaedics in addition to

residency
14 3) Graduate level degree in medical education in addition to residency
15 4) Fellowship training after residency in special area of orthopaedic interest
16 5) Other (please specify)

7. Position of chief of program : (please check one)
1) No academic rank, no tenure available
2) No academic rank, but tenure available

17 3) Has academic rank, no tenure available
4) Has academic rank, and tenure is available
5) Other (please specify)

S. Geographic availability of chief of program: (please check one)
1) Major office located in principal institution of program
2) Major office located immediately adjacent to principal institution of program
3) Major office located at a distance of less than one mile from principal institution of

program
4) Major office located at a distar.ce of more than one mile from principal institution of

program

9. Chiefs of service: (please check as many as apply)
19 1) Chiefs of service belong to same practice group as chief of program
20 2) Chiefs of service hold academic rank
21 3) Chiefs of service completely independent of control of chief of program
22 4) Other (please specify)

.e.
3



10. Financial remuneration of chief of program: (please check one per line)

23 Approximate percent
of income from
salary

214 Approximate percent
of income from
practice

(1)
0%

(2)
1-20%

(3)
21-40%

(4)
41 -60%

(5)
61-80%

(6)
81-100%

11. Concerning remuneration of staff: (please check one)
1) Limits are imposed on the amount of practice earned income

25 2) No limits are imposed on the amount of practice earned income
3) Other (please specify)

12. Attending staff (full and/or part time)
26-28 Total

Indicate
following

number

the number of persons on the attending staff who are described by each of the
categories:

Number of persons
29-30 A. 75% or more of working time is concerned in

some way with resident education

31-32 B. Private practice with 25% or less of time de-
voted to resident education

33-314 C. Research activities with 25% or less of time
devoted to resident teaching

35-36 D. Number with total income from salary

37-38 E. Number with total income from practice

39-140 F. Number with clearly identifiable commitment
to teaching

13. Activities of attending staff.
Please indicate what percent of attending staff word ume is committed to the following acti-
vities: (please check one in each line)

(1) (2) (3) (4) (5) (6)

0% 0-20% 21-40% 41 -60% 61 -80% 81-100%

Full time staff:
41 Administrative
42 Clinical
43 Research
144 Formal tcxching

(rounds, conferences,
surgery, etc. )

Part-time staff:
45 Administrative
46 Clinical
47 Research
148 Formal teaching

(rounds, conferences,
surgery, etc. )



14. Primary orientation of attending staff as related to work in resident training program.
(please check one)

1) Community service
2) Orthopaedic education

49 3) Private purposes
2 in 80 4) Research
dup 1-6

15. Resident staff Total

7-8 List number of residents in each category

9-19 Presently authorized
20-30 Current occupancy
31-42 No. American graduates
143-514 No. foreign graduates

Year of training after internship

1 2 3 4 5 over 5

18. Do the residents have an academic appointment? (please check one)
1) Yes

55 2) No
3) Other (please specify)

56

17. Are applicants for residency who are vulnerable to military induction during training time span
accepted into program? (please check one)

1) Yes
2) No

18. In selecting residente, is preference given to graduates of the affiliated medical school?
(please check one)

1) Yes
57 2) No

3) No affiliated medical school

19. In selecting residents, please RANK the following considerations in order of their importance
in the decision to select a candidate. (Place the number "1" opposite the most important
consideration, the number "2" opposite the next, etc. )

58 1) Academic standing in medical school
59 2) Performance during internship
6o 3) Recognized humanitarianism
61 4) Recognize1 technical aptitude
62 5) Recognized intellectual approach to problems
63 6) Recognized interest in research
64 7) Emotional maturity
65 8) Other (please specify)

20. Annual resident income :
(66) (87)

First two years (please check one) Second two years (please check one)
1) 1)

66-67 2) 2501- 5000 2) 2501- 5000
3) 5001- 7500 3) 5001- 7500
4) 7501- 10,000 4) 7501- 10, 000
5) Over 410, 000 5) Over 410, 000

21. Fellowship staff (other than residents). Number of persons: (please check one)
1) None

68 2) 1 to 4
3) 5 to 13
4) 11 or more



22. Major function of fellowship staff: (please check one)
1) Clinical work
2) Research
3) Private study
4) Other (please mpecify)

23 Educational activities of fellowship staff: (please check one)
1) None
2) 25% of time given to resident teaching

70 3) 50% of time given to resident teaching
4) Other (please specify)

24. Ancillary personnel whose services are routinely and readily available:
(check as many as apply)

71 1) Psychiatrist(s)
72 2) Physical therapist(s)
73 3) Occupational therapist(s)
714 4) Social worker(s)
75 5) Prosthetist(s)
76 6) Orthoti3t(s)
77 7) Other (please specify)

ain
80 " .up 1-6 Professional consultants whose services are routinely and readily available:

(please check one)
1) Full range of medical specialists

7
2) Major specialties only
3) Specialists not available for practical purposes
4) Other (please specify)

8

26. Program length: (please check one)
1) Three years orthopaedics following twelve months general surgery
2) Four years orthopaedics following internship
3) Other (please specify)

27. Program design: (please check one)
1) Offers complete training in orthopaedics as standardly defined

9 2) Offers complete training in orthopaedics plus options for development of more spe-
cialized interests

3) Offers partial training in orthopaedic surgery but provide.' formal arrangements, for
training in those areas not specifically covered, in other drograms

28. Program continuity: (please cheek one)
1) Training offered in one institution with one attending staff
2) Training offered in more than one institution but attending staff at the different institu-

10 tions consists essentially of the same persons
3) Training offered in more than one institution and each institution has a (Afferent staff

29. Program objectives: (Please RANK 1, 2 and 3 in order of importance to program)
11 1) Production of community practice oriented orthopaedists
12 2) Production of orthopaedic subspeclallsts or academicians
13 3) Production of basic research oriented orthopaedists

30. Clinical material sources for entire program: (please check one per line)
(1) (2) (3) (4) (5) (4)
0% 1-20% 21-40% 41-60% 61-80% 81-100%

14 Private patients
1.5 Non-private patients



31. Clinical material variety during entire program: (please cheek one per line)
(1) (2) (3) (4) (6)
0% 1-20% 21-40% 41-80% 81-80% 81-100%

16 Trauma
17 Adult general orthopaedics
18 Pediatric general orthopaedics
19 Rehab'', 'cation

.1.0111110

32. Whic.1 of the following rotations are included either during the year of general surgery before
entering a three year program, or at some time during a four year program?
(please check all that apply)

21 1) Plastic surgery
22 2) Neurosurgery
23 3) Throacic surgery
24 4) General trauma

5) Other (please specify)

33. Which of the following out patient clinics are included in your program? (please specify)
25 1) General orthopaedics
26 2) Fracture
27 3) Children's

4) Scoliosis (NOTE: Separate from Children's)
29 5) Hip
3o 6) Amputation and Prosthetics
31 7) Arthritis
32 8) Other (please specify)

34. Is there a follow-up clinic in which patients who were treated in the remote past (i. e. more
than five years) are brought back or review so that the natural history of orthopaedic disease
may be studied? (please check one)

1) Yes
33 2) No

35. Orthopaedic aubspecialists available in attending staff: (please check as many as apply)
314 1) None
35 2) Rehabilitation
36 3) Bio-mechanics
37 4) Orthopaedic pathology
38 5) Hand surgery
39 6) Neurologic disorders
4o 7) Pediatric orthopaedics
141 8) Spine
142 9) Other (please specify)

36. Types of associated facilities in program : (please ^leek as many as apply)
143 1) Private community hospital
144 2) V.A. hospital
145 3) Charity hospital
46 4) Crippled children's hospital
147 5) Hospital for Pee of clinic practice group
46 _6) Other (please specify)



37. Clinical teaching: (please check as many as apply)
49 1) Bedside teaching rounds conducted on regularly scheduled basis, at least once weekly
50 2) Group conference rounds conducted on regularly scheduled basis, at least once weekly
51 3) Surgical sessions supervised by an instructor
52 4) Outpatient clinics supervised by an instructor
53 5) Specialty clinics supervised by an instructor
54 6) Emergency room activities supervised by an instructor
55 7) Didactic meetings not directly related to current patient population (concerned with

general orthopaedic knowledge) conducted on regularly scheduled basis, at least once
weekly.

56 8) Other (please specify)

57

38. Basic science instruction: (please check one)
1) Basic science instruction offered within program and integrated throughout length of

program
2) Basic science instruction offered within program during a restricted period of time

as an autonomous course
3) Basic science course offered at separate and distinct program as an autonomous

course
4) Other (please specify)

;i9. Teaching activities of resident: (please check as many as apply)
58 1) Residents required to instruct other residents
59 2) Residents required to instruct interns
60 3) Residents required to instruct medical students
61 4) Residents required to instruct nurses, physical therapist or other allied health

professionals
62 5) Other (please specify)

40, Research activities of residents: (please check one)
1) Submitting clinical or laboratory research paper mandatory to complete program re-

quirements
63 2) Submitting research paper optional

3) Other (please specify)

41. U research paper is mandatory: (please check one)
1) Period of time is alloted specifically for research

64 2) Investigation is done concurrently with clinical work
6) Other (please specify)

42. Resident participation in national orthopaedic community: (please check as many as apply)
65 1) Attendance at at least one annual national meeting is mandatory
66 2) Attendance at national meetings optional

3) Presentation of papers at national meetings actively encouraged
L 4) Other (please specify)

43. Management of resident training: (please check one)
1) Close supervision according to predetermined formulae

69 2) Liberal allowance for individual activity beyond basic training requirements
_3) Other (please specify)

44. Are residents regularly advised of rate c'f progress and areas of deficiency?
(please check one)

1) Yes
70 2) No

4 in 80
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:Jur). 1-6

45. Concerning resident responsibilities for patient care, please indicate the level at which a resi-
dent is usually allowed full medical (but not necessarily legal) responsibility for critical deci-
sions in the management of the following types of problems: (please check one in each row)

Year of training beyond internship
1 2 3 4 5 Never

7 A. Frequently encountered types of
"out-patient" trauma (e. g. simple
metatarsal fracture)

8 B. Frequently encountered types of
"in-patient" but non-operative
trauma te. g. fracture of pelvis)

9 C. Frequently encountered types of
surgical trauma (e. g. hip fracture)

lo D. Simple reconstructive surgical pro-
cedures (e.g. elective bunionectomy)

11 E. Complex reconstructive surgical prob-
lems (e. g. hip arthoplasty)

46. Surgical experience of resident (please check one)
1) Resident begins performing simple orthopaedic operations at beginning of residency and

progresses systematically towards the more complex procedures with increments in
12 experience

2) Resident functions chiefly as assistant in surgeryuntil final year when he begins per-
for ming orthopaedic operations of variety of complexity

3) Resident begins performing operations of variety of complexity at beginning of residen-
cy and continues throughout progrd.tu

4) Other (please specify)

47.

13

48.

14

49.

15.

16-17

50.

Resident supervision in surgery: (please check one)
1) Resident supervision in operating room is provided by attending, fellow or senior resi-

dent in accordance with the needs of the indivAual resident surgeon for a given proce-
dure

2) Resident supervision in surgery provided for all cases regardless of complexity
3) Other (please specify)

Disposition of resident personnel: (please check one)
1) All senior resdients share responsibilities
2) Some senior residents have more responsible assignments than others

Upon completion of four year program, do some residents continue in supervisory positions
for additional training experiences? (please check one and enter number if yes)

1) Yes. If so, how many per year I
I

16 -11
2) No

In the last two years, how many residents failed to complete the program because
check as tiany as apply and enter the number for each group checked in the space provided)

18 1) Their performance was judged unacceptable. Number I I_1
19-20 (NOTE: Residents who were considered unacceptable should be listed here even though

they may have continued orthopaedic training elsewhere. )
21 2) The resident decided on his own initiative to seek orthopaedic training in another pro-

22-23 gram. Number I I I

24 3) The resident decided to seek a career other than orthopaedics. Number I I

'5-27 26 4) Other (please specify)



51. If there were residents judged unacceptable, the reason was : (please check as many as apply)
and enter number)

28-30 1) Technical ineptitude. Number I I I

31-33 2) Inability to master information required. Number 11_1
314-36 3) Poor clinical judgment. Number I 1 I

c37-39 4) Moral and ethical irresponsibility. Number I_ I___ I
40 5) Other (please specify)

5 in 80

ADDITIONAL COMMENTS

10 124



11
60

-

A
t

R
E

SI
D

E
N

T
 T

IM
E

 L
O

G

PL
E

A
SE

 P
R

IN
T

 O
R

 T
Y

PE
 A

L
L

IN
FO

R
M

A
T

IO
N

:

Pr
og

ra
m

 A
pp

oi
nt

ed
 T

o:

C
hi

ef
's

 N
am

e:

Pl
ea

se
 li

st
 th

e 
Pr

im
ar

y 
H

os
pi

ta
l o

f
yo

ur
 c

ur
re

nt
 R

ot
at

io
n:

A
.M

.A
. M

ed
. E

du
c.

 N
o.

So
ci

al
 S

ec
ur

ity
 N

o.
I

C
O

D
IN

G
 U

SE
O

N
L

Y
11

15
1

1 
2

L
. I

_ 
I_

 L
I

7
10

11
-2

0

21
 -

 2
9

Y
ea

r 
of

 T
ra

in
in

g 
B

ey
on

d 
In

te
rn

sh
ip

N
am

e:

O
R

T
H

O
PA

E
D

IC
 T

R
A

IN
IN

G
 S

T
U

D
Y

R
E

SI
D

E
N

T
 T

IM
E

 L
O

G

D
IR

E
C

T
IO

N
S

1.
 P

L
E

A
SE

 P
R

IN
T

 O
R

 T
Y

PE
 A

L
L

 I
N

FO
R

M
A

T
IO

N
R

E
Q

U
E

ST
E

D
 O

N
 P

A
G

E
 6

:
E

nt
er

 th
e 

da
te

 y
ou

 b
eg

in
 th

e 
L

og
.

In
 a

ll 
in

st
an

ce
s

th
is

 s
ho

ul
d 

be
 a

 S
U

N
D

A
Y

.

2.
 A

t t
he

 e
nd

 o
f 

ea
ch

 d
ay

 a
pp

ro
xi

m
at

e 
th

e 
nu

m
be

r 
of

ho
ur

s 
sp

en
t i

n 
ea

ch
 c

at
eg

or
y 

lis
te

d 
on

 p
ag

e 
2.

If
yo

u 
ar

e 
en

ga
ge

d 
in

 a
 ta

sk
 w

hi
ch

 is
 d

es
cr

ib
A

 b
y 

2
or

 m
or

e 
ca

te
go

ri
es

, e
nt

er
 th

e 
tim

e 
sp

en
t o

pp
os

ite
ea

ch
 c

at
eg

or
y.

 F
or

 e
xa

m
pl

e,
 if

 y
ou

 w
er

e 
pe

r-
fo

rm
in

g 
su

rg
er

y 
an

d 
te

ac
hi

ng
 a

 ju
ni

or
 r

es
id

en
t

fo
r 

22
 h

ou
rs

, y
ou

 w
ou

ld
 e

nt
er

 2
2 

in
 b

ot
h

C
A

T
E

G
O

R
Y

 V
I 

an
d 

C
A

T
E

G
O

R
Y

 V
II

.
D

ai
ly

 to
ta

ls
m

ay
 th

er
ef

or
e 

ex
ce

ed
 2

4 
ho

ur
s.

Pl
ea

se
 m

ak
e 

al
l e

nt
ri

es
 to

 th
e 

ne
ar

es
t h

al
f 

(2
 )

ho
ur

.

30
3.

Fo
r 

tim
e 

lo
gg

ed
 in

 C
at

eg
or

y 
X

V
I 

- 
W

A
ST

E
D

 T
IM

E
an

d 
C

at
eg

or
y 

X
V

II
 -

 O
T

H
E

R
, p

le
as

e 
co

m
pl

et
e

L
as

t
Fi

rs
t

In
iti

al
pa

ge
 5

.

C
ity

:
St

at
e:

4.
 W

he
n 

yo
u 

ha
ve

 c
om

pl
et

ed
 th

e 
lo

g 
fo

r 
7 

co
ns

ec
ut

iv
e

da
ys

 a
nd

 p
ag

es
 5

 a
nd

 6
, s

ea
l i

n 
th

e 
en

ve
lo

pe
D

at
e 

L
og

 S
ta

rt
ed

; 1
_1

_1
1_

1_
1

19
12

L
I

I
pr

ov
id

ed
 a

nd
 r

et
ur

n 
to

 y
ou

r 
or

th
op

ae
di

c 
de

pa
rt

-
M

on
th

D
ay

Y
ea

r
m

en
ta

l o
ff

ic
e 

or
 c

hi
ef

 f
or

 r
et

ur
n 

to
:

)4
-

31
-3

2
33

-3
4

35
-3

6
..>

,
C

O
M

M
E

N
T

S
C

ar
l J

. O
ls

on
, E

d.
 D

., 
A

ss
oc

ia
te

tit
C

en
te

r 
fo

r 
E

du
ca

tio
na

l D
ev

el
op

m
en

t
U

ni
ve

rs
ity

 o
f 

Il
lin

oi
s 

at
 th

e 
M

ed
ic

al
 C

en
te

r
90

1 
So

ut
h 

W
ol

co
tt 

A
ve

nu
e

C
hi

ca
go

, I
lli

no
is

 6
06

12

-6
-

Pr
ep

ar
ed

 b
y:

C
en

te
r 

fo
r 

E
du

ca
tio

na
l D

ev
el

op
m

en
t

Fo
rm

er
ly

 O
ff

ic
e 

of
 R

es
ea

rc
h 

in
 M

ed
ic

al
 E

du
ca

tio
n

U
ni

ve
rs

ity
 o

f 
Il

lin
oi

s 
at

 th
e 

M
ed

ic
al

 C
en

te
r

-1
-



C
A

T
E

G
O

R
Y

 X
V

I 
- 

W
A

ST
E

D
 T

IM
E

Pl
ea

se
 li

st
 th

os
e 

ta
sk

s 
w

hi
ch

 y
ou

 c
on

si
de

r 
to

be
 w

as
te

d 
tim

e 
an

d 
w

er
e 

lo
gg

ed
 in

 C
at

eg
or

y 
X

V
I -

W
A

ST
E

D
 T

IM
E

.
If

 th
ey

 o
cc

ur
 f

re
qu

en
tly

, p
le

as
e

ch
ec

k 
th

e 
bo

x 
pr

ec
ed

in
g 

th
e 

nu
m

be
r.

C
od

in
g 

O
nl

y
D

up
1-

30

1_
11

.
1_

1_
1

3 1_
1
1 

2
13

X
13

1

1_
1 

3.
13

51
36

1

17
1

4.
13

_8
17

1
4o 1_

1 
5.

14
)

43
44

 4
5

C
A

T
E

G
O

R
Y

 X
V

II
 -

 O
T

H
E

R

Pl
ea

se
 s

pe
ci

fy
 b

el
ow

 th
os

e 
ta

sk
s 

lo
gg

ed
 in

C
at

eg
or

y 
X

V
II

 -
 O

T
H

E
R

. I
f 

th
ey

 o
cc

ur
 f

re
qu

en
tly

,
pl

ea
se

 c
he

ck
 th

e 
bo

x 
pr

ec
ed

in
g 

th
e 

nu
m

be
r.

C
od

in
g 

O
nl

y
).

.1
1_

1 
14

51
1_

1_
1

46
47

L
I 

2.
4?

19
133

-
5 1_

2
14

r 
31

 1
4-

5 I

5

I
5.

15
61

5-
E

-
59

 6
o

10
 in

 7
9-

80

-5
-

--
-i

g;
;*

-4
4"

-,
`X

,1
51

/)
.' 

IZ
,4

12
;..

.W
.,%

,4
::.

-"
,%

17
,,i

.
i;.

--
,.4

.7
it.

,a
 A

',.
1'

2:
-.

..
:::

R
E

SI
D

E
N

T
 T

IM
E

 L
O

G

PL
E

A
SE

 P
R

IN
T

 O
R

 T
Y

PE
 A

L
L

IN
FO

R
M

A
T

IO
N

:

Pr
og

ra
m

 A
pp

oi
nt

ed
 T

o:

C
hi

ef
's

 N
am

e:

Pl
ea

se
 li

st
 th

e 
Pr

im
ar

y 
H

os
pi

ta
l o

f
yo

ur
 c

ur
re

nt
 R

ot
at

io
n:

A
. M

. A
.

M
ed

. E
du

c.
 N

o.

C
O

D
IN

G
 `

U
SE

O
N

L
;4

1

I
I

I

3
6

11
_1

 1
7

10

1

11
 -

 2
1)

So
ci

al
 S

ec
ur

ity
 N

o.
1

1

21
-2

'
Y

ea
r 

of
 T

ra
in

in
g 

B
ey

on
d 

In
te

rn
sh

ip
 1

_/
1

30
N

am
e:

L
as

t
Fi

rs
t

j
In

iti
al

St
at

e:
C

ity
:

D
at

e 
L

og
 S

ta
rt

ed
: 1

_1
_1

1_
1_

M
on

th
D

ay
)°

31
-3

2
33

-3
4

C
O

M
M

E
N

T
S

-6
-

1
19

1
71

I

Y
ea

r
35

-3
6

O
R

T
H

O
PA

E
D

IC
 T

R
A

IN
R

E
SI

D
E

N
T

 T
IM

E

D
IR

E
C

T
IO

N

1.
 P

L
E

A
SE

 P
R

IN
T

 O
R

 T
Y

PE
R

E
Q

U
E

ST
E

D
 O

N
 P

A
G

E
 6

!
E

nt
er

 th
e 

da
te

 y
ou

 b
eg

in
 th

e
th

is
 s

ho
ul

d-
be

 a
 S

U
N

D
A

Y
.

2.
 A

t t
he

 e
nd

 o
f 

ea
ch

 d
ay

 a
pp

ro
ho

ur
s 

sp
en

t i
n 

ea
ch

 c
at

eg
or

y
yo

u 
ar

e 
en

ga
ge

d 
in

 a
 ta

sk
 w

h
or

 m
or

e 
ca

te
go

ri
es

, e
nt

er
 t

ea
ch

 c
at

eg
or

y.
 F

or
 e

xa
m

pl
fo

rm
in

g 
su

rg
er

y 
an

d 
te

ac
hi

n
fo

r 
22

 h
ou

rs
, y

ou
 w

ou
ld

 e
nt

e
C

A
T

E
G

O
R

Y
 V

I 
an

d 
C

A
T

E
G

O
m

ay
 th

er
ef

or
e 

ex
ce

ed
 2

4 
ho

u

Pl
ea

se
 m

ak
e 

al
l e

nt
ri

es
 to

 t

3.
Fo

r 
tim

e 
lo

gg
ed

 in
 C

at
eg

or
y

an
d 

C
at

eg
or

y 
X

V
II

 -
 O

T
H

E
R

,
pa

ge
 5

.

4.
 W

he
n 

yo
u 

ha
ve

 c
om

pl
et

ed
 th

e
da

ys
 a

nd
 p

ag
es

 5
 a

nd
 6

, s
ea

l
pr

ov
id

ed
 a

nd
 r

et
ur

n 
to

 y
ou

r
m

en
ta

l o
ff

ic
e 

or
 c

hi
ef

 f
or

 r
et

C
ar

l J
. O

ls
on

, E
d.

 D
.,

C
en

te
r 

fo
r 

E
du

ca
tio

na
l

U
ni

ve
rs

ity
 o

f 
Il

lin
oi

s 
a

90
1 

So
ut

h 
W

ol
co

tt 
A

ve
C

ni
ca

go
, I

lli
no

is
 6

06
1

Pr
ep

ar
ed

 b
y

C
en

te
r 

fo
r 

E
du

ca
tio

na
l

Fo
rm

er
ly

 O
ff

ic
e 

of
 R

es
ea

rc
h 

H
:

U
ni

ve
rs

ity
 o

f 
Il

lin
oi

s 
at

 th
e

-1
-



T
Y

PI
C

A
L

 A
C

T
IV

IT
IE

S 
IN

 E
A

C
H

 C
A

T
E

G
O

R
Y

Su
m

M
O

N
.

T
U

E
S.

5
%

W
E

D
.

T
H

U
R

.
FR

I.
SA

T
.

C
O

D
IN

G
O

N
L

Y
H

is
to

ry
 a

nd
 p

hy
si

ca
l, 

w
or

k 
ro

un
ds

, p
la

st
er

 w
or

k,
si

ec
ia

l r
oc

ed
ur

es
 (

e.
 :.

 m
ye

lo
: r

am
s)

 e
tc

.
37

-5
7

1 
in

 8
o

C
ar

e 
pr

ov
id

ed
 in

 o
ut

-p
at

ie
nt

 c
lin

ic
, h

is
to

ry
,

ph
ys

ic
al

, e
tc

.
D

up
 1

-3
0

31
-5

1

T
re

at
m

en
t p

ro
vi

de
d 

in
 e

m
er

ge
nc

y 
ro

om
 s

et
tin

g
1

52
-7

2
(e

. g
. p

la
st

er
, s

ut
ur

in
g,

 e
tc

. )
2 

in
 8

0
Pr

es
en

t i
n 

O
pe

ra
tin

g 
R

oo
m

 b
ut

 n
ei

th
er

 a
ss

is
tin

g 
no

r
D

up
 1

-3
0

pe
rf

or
m

in
g 

su
rg

er
y.

31
-5

1

A
ct

in
g 

as
 1

st
, 2

nd
, o

r 
3r

d 
as

si
st

an
t i

n 
O

pe
ra

tin
g

52
-7

2
R

oo
m

.
3 

in
 8

0
T

im
e 

sp
en

t d
ev

el
op

in
g 

th
e 

ap
pr

oa
ch

, p
er

fo
rm

in
g 

th
e

D
up

 1
-3

0
in

te
nd

ed
 p

ro
ce

du
re

, a
nd

/o
r 

cl
os

in
g 

th
e 

w
ou

nd
.

31
-5

1

Fo
rm

al
 o

r 
in

fo
rm

al
 in

st
ru

ct
io

n 
of

 ju
ni

or
 r

es
id

en
ts

,
in

te
rn

s,
 m

ed
ic

al
 s

tu
de

nt
s,

 n
ur

se
s,

 e
tc

.
52

-7
2

4 
in

 8
0

C
on

fe
re

nc
es

, l
ec

tu
re

s,
 te

ac
hi

ng
 r

ou
nd

s,
 b

as
ic

D
up

 1
-3

0
sc

ie
nc

e 
se

ss
io

ns
, m

ee
tin

gs
, e

tc
.

31
-5

1

G
en

er
al

 m
ed

ic
al

 r
ea

di
ng

, s
pe

ci
al

 r
ea

di
ng

 to
 p

re
pa

re
 f

or
52

-7
2

su
rg

er
y,

 e
tc

. (
N

O
T

 r
es

ea
rc

h 
lit

er
at

ur
e 

re
vi

ew
)

5 
in

 8
0

A
ll 

ac
tiv

iti
es

 r
el

at
ed

 to
 c

lin
ic

al
 o

r 
la

bo
ra

to
ry

 r
es

ea
rc

h
D

up
 1

-3
0

pr
oj

ec
ts

, a
nd

 th
e 

lit
er

at
ur

e 
re

vi
ew

 f
or

 s
am

e.
31

-5
1

C
ha

rt
 w

ri
tin

g,
 d

is
ch

ar
ge

 s
um

m
ar

ie
s*

 d
ic

ta
tin

g 
le

tte
rs

,
in

su
ra

nc
e 

fo
rm

s,
 te

le
ph

on
in

g 
fo

r 
pa

tie
nt

 a
pp

oi
nt

m
en

ts
,

,.
.

su
s 

f 
sr

s,
 s

ch
ed

ul
in

g
et

c.
52

-7
2

6 
in

 8
0

_p
at

ie
nt

s,
T

o 
an

d 
fr

om
 w

or
k,

 b
et

w
ee

n 
ho

sp
ita

ls
 d

ur
in

g
da

y,
 e

tc
.

D
up

 )
_-

30
31

-5
1

52
-7

2
R

es
er

ve
 m

ee
tin

gs
, N

at
io

na
l G

ua
rd

 m
ee

tin
gs

, e
tc

.
7 

in
 8

0
A

ll 
em

pl
oy

m
en

t n
ot

 p
ar

t o
f 

fo
rm

al
 r

es
id

en
cy

 p
ro

gr
am

.
D

up
 1

-3
0

Se
e 

ac
co

m
pa

ny
in

g 
le

tte
r.

N
ot

 R
et

or
te

d 
T

o 
Pr

og
ra

m
s.

31
-5

1

52
-7

2
A

ll 
ac

tiv
iti

es
 n

ot
 r

el
at

ed
 to

 p
ro

fe
ss

io
na

l a
ct

iv
iti

es
8 

in
 8

0

D
up

 1
-3

0
E

nt
er

 d
es

cr
ip

tio
n 

of
 w

ha
t t

hi
s 

co
ns

tit
ut

es
 o

n 
pa

ge
 5

.
31

-5
1

T
ho

se
 a

ct
iv

iti
es

 w
hi

ch
 o

cc
up

ie
d 

ih
ou

r 
or

 m
or

e 
du

ri
ng

 a
ny

da
y,

 a
nd

 w
hi

ch
 w

er
e 

ne
ce

ss
ita

te
d 

by
 y

ou
r 

w
or

k,
 b

ut
 a

re
no

t a
cc

ur
at

el
y 

de
sc

ri
be

d 
by

 a
ny

 o
f 

th
e 

ab
ov

e_
.

52
-7

2
q 

in
 8

0
-3

-
-4

-



C
A

T
E

G
O

R
IE

S
T

Y
PI

C
A

L
 A

C
T

IV
IT

IE
S 

IN
 E

A
C

H
 C

A
T

E
G

O
R

Y
II

V
SU

N
..

M
O

N
.

T
U

E
S.

W
E

D
.

T
H

U
R

.
i

FR
I.

I.
 E

R
-P

A
T

IE
N

T
 C

A
R

E
H

is
to

ry
 a

nd
 p

hy
si

ca
l, 

w
or

k 
ro

un
ds

, p
la

st
er

 w
or

k,
se

ci
al

 r
oc

ed
ur

es
 (

e.
g.

 m
ye

lo
: a

m
s)

 e
tc

.

II
. O

U
T

PA
T

IE
N

T
 C

A
R

E
C

ar
e 

pr
ov

id
ed

 in
 o

ut
-p

at
ie

nt
 c

lin
ic

, h
is

to
ry

,
ph

ys
ic

al
, e

tc
.

II
I.

 E
M

E
R

G
E

N
C

Y
 R

O
O

M
 C

A
R

E
T

re
at

m
en

t p
ro

vi
de

d 
in

 e
m

er
ge

nc
y 

ro
om

 s
et

tin
g

(e
. g

. p
la

st
er

, s
ut

ur
in

g,
 e

tc
. )

IV
. O

B
SE

R
V

IN
G

 S
U

R
G

E
R

Y
Pr

es
en

t i
n 

O
pe

ra
tin

g 
R

oo
m

 b
ut

 n
ei

th
er

 a
ss

is
tin

g 
no

r
pe

rf
or

m
in

g 
su

rg
er

y.

V
. A

SS
IS

T
IN

G
 S

U
R

G
E

R
Y

A
ct

in
g 

as
 1

st
, 2

nd
, o

r 
3r

d 
as

si
st

an
t i

n 
O

pe
ra

tin
g

R
oo

m
.

V
I.

 P
E

R
FO

R
M

IN
G

 S
U

R
G

E
R

Y
T

im
e 

sp
en

t d
ev

el
op

in
g 

th
e 

ap
pr

oa
ch

, p
er

fo
rm

in
g 

th
e

in
te

nd
ed

 p
ro

ce
du

re
, a

nd
/o

r 
cl

os
in

g 
th

e 
w

ou
nd

.

V
II

. T
E

A
C

H
IN

G
Fo

rm
al

 o
r 

in
fo

rm
al

 in
st

ru
ct

io
n 

of
 ju

ni
or

 r
es

id
en

ts
,

in
te

rn
s,

 m
ed

ic
al

 s
tu

de
nt

s,
 n

ur
se

s,
 e

tc
.

V
II

I.
 A

T
T

E
N

D
IN

G
 S

C
H

E
D

U
L

E
D

L
E

A
R

N
IN

G
 A

C
T

IV
IT

IE
S

C
on

fe
re

nc
es

, l
ec

tu
re

s,
 te

ac
hi

ng
 r

ou
nd

s,
 b

as
ic

sc
ie

nc
e 

se
ss

io
ns

, m
ee

tin
gs

, e
tc

.

IX
. P

R
O

FE
SS

IO
N

A
L

 R
E

A
D

IN
G

G
en

er
al

 m
ed

ic
al

 r
ea

di
ng

, s
pe

ci
al

 r
ea

di
ng

 to
 p

re
pa

re
 f

or
su

rg
er

y,
 e

tc
. (

N
O

T
 r

es
ea

rc
h 

lit
er

at
ur

e 
re

vi
ew

)
A

ll 
ac

tiv
iti

es
 r

el
at

ed
 to

 c
lin

ic
al

 o
r 

la
bo

ra
to

ry
 r

es
ea

rc
h

pr
oj

ec
ts

,
an

d 
th

e 
lit

er
at

ur
e 

re
vi

ew
 f

or
 s

am
e.

X
. R

E
SE

A
R

C
H

X
I.

 C
L

E
R

IC
A

L
 W

O
R

K
C

ha
rt

 w
ri

tin
g,

 d
is

ch
ar

ge
 s

um
m

ar
ie

s,
 d

ic
ta

tin
g 

le
tte

rs
,

in
su

ra
nc

e 
fo

rm
s,

 te
le

ph
on

in
g 

fo
r 

pa
tie

nt
 a

pp
oi

nt
m

en
ts

,
, .

 .
s.

-
t -

.u
s 

fo
rm

s 
s

1
!L

1
0

.:
-t

X
II

. T
R

A
V

E
L

T
o 

an
d 

fr
om

 w
or

k,
 b

et
w

ee
n 

ho
sp

ita
ls

 d
ur

in
g

da
y,

 e
tc

.

X
II

I.
 M

IL
IT

A
R

Y
 D

U
T

Y
R

es
er

ve
 m

ee
tin

gs
, N

at
io

na
l G

ua
rd

 m
ee

tin
gs

, e
tc

.

X
IV

. O
T

H
E

R
 E

M
PL

O
Y

M
E

N
T

A
ll 

em
pl

oy
m

en
t n

ot
 p

ar
t o

f 
fo

rm
al

 r
es

id
en

cy
 p

ro
gr

am
.

Se
e 

ac
co

m
pa

ny
in

g 
le

tte
r.

N
ot

 R
ep

or
te

d 
T

o 
Pr

og
ra

m
s.

X
V

. P
E

R
SO

N
A

L
, S

O
C

IA
L

A
N

D
 R

E
C

R
E

A
T

IO
N

A
L

A
ll 

ac
tiv

iti
es

 n
ot

 r
el

at
ed

 to
 p

ro
fe

ss
io

na
l a

ct
iv

iti
es

X
V

I.
 W

A
ST

E
D

 T
IM

E
E

nt
er

 d
es

cr
ip

tio
n 

of
 w

ha
t t

hi
s 

co
ns

tit
ut

as
 o

n 
pa

ge
 5

.

X
V

II
. O

T
H

E
R

 (
Pl

ea
se

 s
pe

ci
fy

on
 p

ag
e 

5)

T
ho

se
 a

ct
iv

iti
es

 w
hi

ch
 o

cc
up

ie
d 

-p
ou

r 
or

 m
or

e 
du

ri
ng

 a
ny

no
Pa

C
ur

rt
ei

lc
yh

dv
ag

ig
gl

eg
ig

yt
en

fb
aj

T
oa

uh
ri

vw
po

rg
,

bu
t a

re

-2
-

-3
-

-4
-



Col. No.

1-3

9-1 ti

19

20-21

22-23

24-25

26-27

20-29

30-31

32-33

34-35

36-37

38.39

40-41

42-43

44-53 .

Examination Numbcr___

American Academy of Ortflopaedic Surgeons
MO ORTHOPAEDIC IN-TRAINING EXAMINATION

RESIDENT E \rALUATION FORM

RESIDEI.T'S NAME.

Year in Training

snruffIc;.:,,f RANKING
Into rncli-)n lower Lower Middle Upper Middle, Uppor

to Judoo Ouct ler Ouorlor Ouorior Outolor

Factor 1: KNOWLEDGE OF CLINICAL olcolopnEDics
D.

07 08 0? 10 11 12

Factor 2: KNOWLEDGE OF BASIC SCIENCES AS RELATED TO ORTHOPAEDICS

0 D
00 01 02 03 04 05 06 07 06 09 10 11 12

Factor 3: Amin Y TO GATHER CLINICAL INFOrZMATION

D
00 01 02 03 04 05 06 07 08 09 10 11 12

Factor 4: ABILITY TO USE INFORMATION TO SOLVE PROBLEMS

D
00 01 02 03 04 05 06 07 Oa 09 10 11 12

[] 0 0 0
OD 01 02 03 04 OS 06

Factor 5: JUDGMENT IN DECIDING APPROPRIATE CARE AND TREATMINT

0 rd
O

00 01 02 03 04 05 06 07 03 10 11 12

Factor 6: SKILL IN SURGICAL PROCEDURES

0
OD 01 02 03 04 05 06 07 03 09 10 II 12

.

Factor 7: RELATING EFFECTIVELY TO PATIENTS

D D 0 D
00 01 02 03 04 05 06 07 03 09 10 II 12

Factor C: ACCEPTING RESPONSIBILITY FOR LONG-TERM-PATIENT CARE

rcd 61
ID D 0

.00 04 05 06 ^ 07 08 09 10 II 12

Factor 9: ABILITY TO ACT EFFECTIVELY IN EMERGENCY SITUATIONS

D U 0 g g d g00 01 02 03 10 II 12

Factor 10: RELATING EFFECTIVELY TO COLLEAGUES AND OTHER MEDICAL PERSONNEL

Q
00 01 02 03 04 05 06 07 03 09 11 12

Factor I 1 : DEMONSTRATING THE MORAL AND ETHICAL STANDARDS REQUIRED OF A PHYSICIAN

co 01 0-2 03 04 05 06 07 08 09 II 12

Factor 12: OVER-ALL COMPETENCE AS AN ORTHOPAEDIC SURGEON

ED 0
00 0. 02 03 04 05 06 07 08 09 10 II 12

It is understood that the information on this evaluation form and the results of the Orthopaedic In-Train-
ing Examinotion may be used for statistical and research purposes, that access thereto will be limited by
the American Academy of Uthc.paedic Surgeons, and that all data will be id. Hilted by code number only.

Signature



:Viarch ic.)71

?enty-':2hree men have now ta..:en thc'-r Board .1::aminaticn
u ndar the :;.breviated Rncy Board Candidate Program. Both

----d and The orthopaedic Trainin Study are
2n a number of factors associated with your part the

your plans. We v...ry much appreciate your
Lnswern the following cueszions and return the form to us
as soon as -possible. Of eeurse, this information will not
u sed in anv fashion which would per:r.it identification of
individual respondents.

1. please list t.he s3ecific ,-otations (i.e. childrens,
adult, etc.) co7.1r1c.,tec: at the t.:;.me of

bo:FIrel exam.

Rotation Duration

7, L rotations &ie.. v31; co7:31..:,tL aft= The Boa-d 2xam?

Duration

.7.;. What type internship did

4. Military service

you complete?

Com..)leted Lot com7)1eted

1

4

L-4

4

Branch of Service Branch of Service

Duty (G MO., Son, ctc.)

Vs

Plans for military rvce

When? -1



-2-

5. What, '' anvthinc:, C14e. e:O. to pro: th :oards?
(aeview C=S, tests, instructional courses, etc.)

0 Did you a.ttend an- review ccurse(s) prior to Boards?

7. If so, was this heIlpful to vou in taking the Boards?

C. WhiC1"1 course(s) c 'c '.: attend?

Won,: Tc, near,f., Ls d".-7'cult'as exoected?

0. What are your future :practice plans?

J

Socp
B. Single specialty group
C. ':..:u1t'socc5a1tl, Trot

D. Other (olcase soecify)
Undecided

Do you olan to have a roie in teaching residents :Ln
'utu-e? Yes

No

When would your scheduled residency have been completed?

Do you :pin to co:n'Plete your scheduled residency?
vc,s

No

1`,79



C

14. :f no, what arc vv.:,r ir-,-ciate plans for next ,/r?

15. If yes, lease order ran the four major reasons for
continuincr your scheduled res:_dencv from the fol1cwin
list. (Place the number 1 in front of the most important
,-eason, etc.)

1. :,'..y Chief reco..---endd _t.

2. :ns',="2c'ent to plan an alternative

Had not nished best rotation in residency

4. Did not feel co:.....)letly trained

5. Needed time to set-up r.,ractice arrangements

J. Military commitment

7. Wanted s-Dccial or f=owshio training

Personal 'olans inte-ferred with learning

Peeling of obligation of residency prograz

10. Other reasons (Please specify).

Has being an earl's/. LP,oard Candidate changed your career
or choices in any way?

30-
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icESIDENT BACKGROUND SURVEY

GENERAL IN:iTRUCTIONS

Your answers to the attacncd questions will help us identify differences among residents in terms of
theii background and attitudes. Most of the questions can be answered simply be checking () the most
appropriate response. If none of the responses listed seem appropirare, please select the closest approxi-
mation or check "Other" and write in your specific response in the space provided.

it is extremely important that you complete ALL of the identification items at the top of page one.
This information will be used for research purposes only and will not be available on an individual basis to
any staff member at your institution.

If you feel there a r'3 important areas not covered, please feel free to and your comments in the space
provided at end of this booklet.

Thank you for your cooper n.

prepared by

Cencer for the Study of Medical Education

University of Illinois

Apil, 1969



RESIDENT BACKGROUND SURVEY

Form: 11121

12

Program:
3 ,1 5

Institution:
I8 t)10

City: State:

AMA Number
11 12 13 14 15 16 17 18 19 20

Social Security Number

Year of Training 13eyond Internship

Name:
Last

Age: 1 1 1

T6' Td.

First

21 22 23 24 25 26 27 28 29

30

Datu: j
Initial -Mo. Day fr.

Sex: (1) Male 1_1 (2) Female Li
37

DIRECTIONS

31 -32 33 -3'+

Please respond to each question or statement, as directed, by checking the appropriate response or
by writing in a number to indicate the significance of a named factor. Thank you for your cooperation in
this important study.

1.34

1
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55-5)

RESIDENT BACKGROUND SURVEY

1. Marital Status: (please check one)
1) Single

Engaged
3) Married
4) Divorced
5) Widow or Widower
6) Separated

2. If married, how many children do you have?

3. Race: (please check one)
1) Caucasian
2) Negro
3) Oriental
4) Other (please specify)

4. Do you have any relatives who are physician:;?
If yes, please complete the following table:

474

1) Yes, 2) No

Relationship CSME Use Only Medical Specialty

1 L 1_1 I_ L I

2 1_1_1 I__ LI

3 1_ I_ I 1_1_1

5. Do you have relatives who are in health-related occupations?
If yes, please complete the following table:

1

2

3

Relationship CSME Use Only

I_.L I 1_ I_ I_ I

I._ I 1_1_1_1

I_ L I 1_1_1_ I

1) Yes, 2) No

Occupation (please be specific)

6, In what area of the country did you live longest before goi ig to medical school?
(please check one)

1) New England
2) Middle Atlantic
3) Southeast
4) Midwest
5) Midsouth
6) Great Plains
7) Southwest
8) Pacific Coast
9) Other than U.S. (please specify)

7. Which of the following best describes the community which you think of as your hometown during
your high school days? (please check one)
_1) Suburb in a metropolitan area of more than 2, 000, 000 population

2) Suburb in a metropolitan area of 500, 000 to 2, 000, 000
3) Suburb in a metropolitan area of 100, 000 to 500, 000
4) In a city (not a suburb) of more than 2, 000, 000
5) In a city (not a suburb) of 500, 000 to 2, 000, 000
6) In a city of 50, 000 to 500, 000
7) City or town of 10, 000 to 50, 000
8) Town of less than 10, 000
9) Farm, ranch or other open country

1:35



72-73 8. How far did your parents go in school? (please make one check for each parent)

Father Mother
1) 1) Professional degree (master's, doctorate, etc. )
2) 2) Four year college graduate
3) 3) 1-3 years of college
4) 4) High School graduate
5) 5) 10-11 years of school (part of high school)
6) 6) 7-0 years of school
7) 7) Under 7 years of school
8) 8) Other (please specify)

Father
Mother

74 9. What is your estim,Lte of the total income last year of your parental family (not your own family
if you are married)? Consider gross income, (please check one)

1) Under 45, 000
2) 5, 000 - 7, 500
3) 7, 500 - 10. 000

1

4) 10, 000 - 115, 000
5) 15, 000 - 20, 000
6) Over 420, 000

75 l0. How does your parental family's economic position now compare with what it was ten years ago?
(please check one)

1) Considerably higher now
2) Somewhat higher now
3) About the same
4) Somewhat lower now
5) Considerably lower now

76-77 11. Which of the following categories comes closest to your father's and mother's occupations? If
your father or mother is retired, deceased, or unemployed, indicate their former or customary
occupations. (please make one check for each parent)
(76)

Father
(77)

Mother
1) 2) Unskilled worker, laborer, farm worker
2) 2) Semiskilled worker (e. g., machine operator)
3) 3) Service worker (policeman, fireman, barber, housewife, military noncommis-

sioned officer, etc. )
4) 4) Skilled worker or craftsman (carpenter, electrician, plumber, etc. )
5) 5) Salesman, bookkeeper, secretary, office worker, etc.
6) 6) Owner, manager, partner of a small business, lower level government

official, military commissioned officer
7) 7) Profession requiring a bachelor's degree (engineer, elementary or secondary

teacher, etc. )
8) 8) Owner, high-level executive--large business or high-level government agency
9) 9) Profession requiring an advanced college degree (doctor, lawyer, college

professor, etc.)
78 12. Does (did) your father usually work (please check one)

1) For himself
2) Ibr son eone else
3) Equal partnership
4) Other (please specify)

1 in
80

35-38

39-41

13. Please indicate the approximate size of your graduating class for each of the following:

High School

College

Medical School

1_11_1 LI LI
1_1 1_1 1_11_1

1_1 I LI
3

1



1,2 -1,1,

115-47

148_49

50-51
52-53
:_114-55

56-57
58-59

To the best of your knowledge, where did you rank academically in high school, college, and
medical school ? (please check one for each)

High (42) (43) Medical (44)
School College School

1) 1) 1) Upper 2%
2) 2) 2) Upper 5%
3) 3) 3) Upper 15%
4) 4) 4) Upper Quarter
5) 5) 5) Upper Half
6) _6) 6) Lov,vr Half
7) 7) 7) Lower Quarter
8) 8) 8) Not Known

. To the best of your knowledge, what was your average grade in high school, college, and medical
school? (please check one for each)

Medical (47)
School

--0- Straight A
2) A minus, B plus
3) B
4) B minus, C plus
5) C
6) C minus or below
7) Not Known

How much did you like each of the following kinds of courses during high school and college?
Use the following code:

High (45)
School

(46)
College

1) 1)

2) 2)
3) , 3)
4) 4)5)5)
6) 6)
7) 7)

6 = Liked Very Much
5 = Liked
4 = Neutral

(please code each course for both)

3 = Disliked
2 = Disliked Very Much
1 = Did Not Take

High
School College

1) 1) Humanities (art, music, literature, etc. )
2) 2) Languages
3) 3) Mathematics
4) 4) Biological Sciences
5) 5) Physical Sciences
6) 6) Social Sciences

60-62 17. What was your undergraduate (Bacca laureate) college major ? Please be as specific as possible.

LI LI 1_1
60 61 62

63-614 18. At what age did you definitely decide to study medicine? I I I

65-66 19. At what age did you definitely dec;cle to study orthopaedics? I I

67 20. Have yor ever seriously considered any other occupa :ion or profession?
1) Yes
2) No

If yes, please indicate as specifically as possibly.: what they were, in order of preference.

68 -70 LI LI I I

1_1 IJ 1 1

2 in
8o
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21. Iinve yell or any member Of your immediate family Cs'Or had any serious illness or accident 7
1) Yes

31 2) No

If Yes. please complete the following table. In the last column, 1 = no interference, 2 slight
inlpricrence, 3 .= moderato interference, and 4 great interference with medical school perfor-
mance.

32-Yi You

38-t

11);-14.:

50-5!

Relative---
Relative

Relative

Relationship CSME Use Only
.

Illness or Accident
Interference
(circle one)

1 2 3 4

1 2 3 4

1. 2 3 4

1 2 3 4

22. In the blank before each factor listed below, enter the code number indicating the importance of
that factor in YOUR choice of medicine, Please use the following code in responding:

4 = Great Importance
3 ..TvInderte Imnor .e

2 = Slicht Importance
1 = No Importance

56 _1) Boolz,s or articles about medicine
57 2) Curiosity about the workings of the body
58 ---3) Curiosity about oneself
59 4) Desire for independence
60 5) Experience with illness in family
61 6) Family tradition
62 7) Father's influence
63 8) Formal vocational guidance
614 9) interest in people
65 10) Interest in science__
66 1.1) Medical student friend or relative
67 12) Mother's influence
68 13) Personal experience with illness
69 14) Physician friend or relative
70 15) Prestige motive
71 16) Profit motive
72 17) Radio, TV, movies
73 18) Religious motivation
714 19) Service motive
75 20) Other (please specify)

3 in
80



'AuT, 23. In the blank before each factor listed below, enter the code number indicating the importance of
.1-3c that factor in YOUR choice of medical school. Please use the following code in responding:

4 = Great Importance
3 = Moderate Importance
2 Slight Importance
1 = No Importance

31 1) Advice of premedical advisor
32 2) Advice of parents
33 3) Advice of medical school alumni
311 4) Advice of hometown physician
35 5) General reputation of school
36 6) Convenient geographical location
37 7) Desire to work with particular person
38 8) Nature of laboratory and research facilities
39 9) Financial considerations (tuition, living expenses, etc.
40 10) Offer of financial support
41. 11) Other (please specify)

. In the blank before each factor listed below, enter the code number indicating the importance of
that factor in YOUR choice of orthopaedics as a career. Please use the following code in re-
sponding:

116

)17

50
51

52

53

55

56

57
58
59
6o
61
62

4 Great Importance
3 Moderate Importance
2 = Slight Importance
1 = No Importance

11 Curiosity about the workings of the body
2) Desire for independence
3) Experience with illness in the family
4) Family tradition
5) Father's influence
6) Interest in people
7) Interest in science
8) Experience during internship
9) Medical resident friend or relative
10) Mother's influence
11) Personal experience with illness
12) Orthopaedic friend or relative
13) Desire to do surgery
14) Prestige motive
15) Profit motive
16) Service motive
17) Ability to work with hands
18) Desire to work with particular person
19) Nature of clinical material
20) Nature of specialty itself
21) Other (please specify)



C

(5
66)

67

Gj

70
7'

77

'1

in

.V.;. In thc: blank ITfore each factor listed below, enter the code number indicating the importance of
that factor in YOUR choice of an orthopaedic residency program.
Please use the follo',ving code in responding:

Great Importance
3 Inyort;inec
2 iiiiprxtance

No Importance

1) Advice of clasSnla
2) Advice of parents
3) Advice of medical school alumni
4) Advice of hometown physician
5) General reputation of program
6) Convenient vog,Taphic location
7) Association or experience in medical school
d) Desire to work with particular person
0) Financial considerations (living expenses, etc.)
10) Offer of financial support
11) Other (please specify)

7

.1



dup.
1 -30

31
32

33

311

35

36
37
38

39
110

41
142

4.3

1414

145

146

147

148

14.9

50

51
52

53

5)1

55
56

57
58

59
Go

61

62

63
64
65
66

67
68

69
70

71

5 in
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In the blank before each factor listed below, enter the code number indicating the importance of
that factor in encouraging you to continue in the orthopaedic residency prog-ram.
Please use the following code in responding:

4 = Great Importance
3 = Moderate Importance
2 = Slight Importance
1 = No Importance

1) Good medical preparation
2) Good general mental ability
3) Good scientific ability
4) Ability to do well on examinations
5) Ability to "bounce back" from discouragement and failure
6) Ability to withstand the "pressure" of residency program
7) Satisfaction with the residency program
8) Satisfaction with the teaching
9) Congeniality with the other residents
10) Geno...al sociability and happiness
11) Interest in medicine as a career
12) Personal interest in becoming an orthopaedist
13) Lack of attraction of other careers
14) Confidence in ability to be a successful orthopaedist
15) Confidence in ability to be a successful physician
16) Good study habits
17) Devotion of adequate time and effort to studies
18) Freedom from part-time jobs
19) Freedom from outside activities
20) Good housing situation
21) Adequate rest and relaxation
22) Good emotional stability
23) Good physical health
24) Freedom from family problems
25) Freedom from social or dating problems
26) Freedom from financial problems
27) No other career to fall back on
28) Contemporaries were in similar financial straits
29) Pride in finishing what is started
30) Opinions of parents and relatives
31) Opinions of spouse or date
32) Opinions of fellow residents
33) Opinion of staff
34) Opinions of administrative officers
35) Eligibility for military service
36) Need for orthopaedists
37) Realization that your place couldn't be filled by another resident
38) Respect for chief
39) Rewards and satisfaction to be gained after Board certification
40) Other (please specify)

27. Many applicants for orthopaedic residency are anxious about their chances for being appointed.
How would you rate /ourself, with respect to this anxiety, in comparison with other residency
applicants you.knew or know? (please check one)

1) Much more anxious
2) More anxious
3) Average
4) Less anxious
5) Much less anxious .



C

auy,.

32

33
314

35

36

37

38
39

142

8 In the blank before each factor listed below, enter the curio number indicating the importance of
that factor as a cause of the anxi -ty indicated in 27 above,
please use the following code in responding:

4 cr,-.,at Importance
3 ilor!4).nte oport:ince
2 Slirpimportance
1 = No Importance

1) Ato;iety of parents---2) Attitude of...other applican!s
3) Basic feeling of inferiority
4) Discouraging attitude of instructor(s)
5) Having a. non-science major
6) Lack of participation in extracurricular activities

7) Low grade-s in science courses
8) No logical reason
9) Over-all low grade average
10) flenorts from students in medical school
11.) Reports that only a small proportion of applicants are accepted
12) Other (please specify)

143 29, When appointed, what order of choice was your present residency program?
1) First

50

2) Second
3) Third
4) Fourth
5) Filth or lower

30. How strong was your desire to become an orthopaedist at the times indicated below?

(44) (45) (46) (47) (48)

Strength Medical When Applying When Appointed
of Desire School Internship for. Residency

.
to Residency Now

Very Strong 5) 5) 5) 5Y -6)

Strong 4) 4) 4) 4) 4)
Moderate 3) 3) 3) 3) 3)
Slight 2) 2) 2) 2) 2)
None 1) 1) 1) 1) 1)

31. How many hours per week (including weekends) do you devote to reading orthopaedic or medical
literature?

1) 10 hours or less
2) 11-15 hours
3) 16 -20 hours
4) 21-25 hours
5) More than 25 hours

32. How many hours per week do you devote to part-time employment outside the residency
program ?

1) None
2) 1-5 hours
3) 6-10 hours
4) 11-15 hours
5) 16-20 hours
6) 21 or more hours

33. If you are employed part-time outside your residency appointment, please indicate the type of
part-time employment. (please check one)

1) Directly related to orthopaedics
2) Directly related to medicine in general
3) Indirectly related to medicine (e.g. lab technician, ambulance service,- etc. )
4) Not related to medicine

9
. .142



34. During the periods listed below, how many hours per week did or have you devoted to extra-
52-5 curricular activities not related to medic ine (such as athletics, publications, fraternities, clubs,

etc. )'? (please check one in each column)

(52) (53) (54)

Medical During
College School this year Hours per week

1) 1) 1) None
2) 2) 2) 1-5 hours
3) 3) 3) C-10 hours
4) 4) 4) 11-1F, hours
5) 5) 5) 16-20 hours
6) 6) 6) 21 or more hours

How difficult were college, medical school and residency compared to what you expected?
55-5' (please check one in each column)

(55) (56) (57)

Medical
College School Residency

5) 5) 5) Much harder than expected
4) 4) 4) Somewhat harder than expected
3) 3) 3) About the same as expected
2) 2) 2) Somewhat easier than expected
1) 1) 1) Mu^h easier than expected

36. How much competitiveness have you found amorg classmates in college, medical school and
58-6 residency? (please check one in each column)

(58) (50) (60)

Medical

__College School Residency
4) 4) 4) A great amount_
3) 3) 3) A moderate amount

-2) 2) 2) A slight'amount
1) 1) 1) None

61- 37 In general, how would you describe your relationship with each of the following groups in your
residency program? (please check one in each row)

Very Un- Very Un-
Pleasant Pleasant Neutral pleasant pleasant None

61 Administrators 6) 75)--- 4) 2)
_....

1)

62 Attendings 6) 5) 4) 3) 2) 1)
6'3 Other Orthopaedic

Residents 6) 5) 4)
..
3) _ 2) __`1)

64 All Other
Residents 6) 5) 4) 3) 2) 1)

65 Interns 6) 5) 4) 3) 2) 1)

66 Nurses 6) 5) 4) 3) 2) 1)

67 Other Hospital
Personnel 6) 5) 4) 3) 2) 1)

68 Patients 6) 5) 4) 3) 2) 1)

69 Other significant
people, 6) 5) 4) 3) 2) 1)........_
namely

6 in
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33

35

),0

14a

11-3

)41;

I;

liG

14

5o

52

.5]

53

55

56
57
Sty

59
6c

61

62

33, In 1110 blank before each of the following factors, -titer the cod!: number lhat indicates your
oral feeling about that aspect of your residency peograrn.

5 Satb.,factory
4 Satisfactory
3 Neutral
2 Unsatisfactory
1 = Wry thisntisf:wtory

:4) Acacien,ic entlaisiasm
4) Administrative policies

-3 Breadth of interest of residents
4) Clinics
5) Counseling services
6) Curriculum or program outline
7) Attendig-resident relationships
8) Financial aid
9) Food services
10) General reputation
11) Grading and/or rating of resident performance
12) Hospitals
13) Initial orientation program
14) Variety of case material
15) Laboratories_
16) Lecture rooms
17) Library
18) Psychiatric service
19) Recreational service
20) Religious resources
21) Resident housing (on site)
22) Resident morale
23) Resident motivation from external pressures
24) Resident motivation from within self
25) Resident organizations am activities
26) Opportunities for surgical experience
27) Amount of case material
28) Salary
29) Responsibility for patients
30) Resident and Family housing arrangements
31) Transportation facilities
32) Other (please specify)

,11
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9, In the blank before each of the following factors, enter the code number that indicates the
63-77 degree to which that factor has interfered with your residency training.

1 = No Interference (or no problem exists)
2 = Minor Interference
3 = Major Interference

63
64
65

66
67
68
69
70
71

72
73
7I

75
76
77

1) Health of parents
2) Dependence on parents
3) Parental dependence on you
4) Discord between parents
5) Relations with other residents
6) Relations with attendings
7) Health
8) Insecurity concerning professional future
9) Separation from intended spouse
10) Children
11) Marital adjustment problems
12) Necessity to postpone having children
13) Health of spouse
14) Discrimination due to race, class status or ethnic group
15) Other (please specify)

78 0. What are your present education debts? (please check one)
1) None
2) Less than 1, 000
3) V, 000 - 909
4) ;?3, 000 - 84,909i

80
n

5) 45, 000 - $9, 009
dup . 6) S10, 000 or more
1-30

1. What has your income been during residency ? Consioer gross income, including wife's salary
31-34 if working. (please cheek one in each column))

(31) (32) (33) (34)

1st 2nd 3rd 4th
Year Year Year Year

1) 1) 1) 1) Less than 44, 000
2) 2) 2) 2) 000 to 15, 999
3) 3) 3) 3) 46, COO to 41, 999
.1) 4) 4) 4) 48, 000 to 49, 999
5) 5) 5) 5) 410, 000 or more

35 42. What type of career do you intend to follow?
1) Full-time university
2) Other full-time, non-academic
3) Private practice, university affiliated program
4) Private practice, non-university affiliated program

5) Private practice, combined with some university affiliated work
6) Private practice, some non - university affiliated work
7) Private practice, no teaching plans
8) Undecided

36 43. If you intend to enter private practice, which of the following would you prefer?
(please check one)

1) Solo practice
2) Small clinic orthopaedics
3) Small clinic mixed

_4) Large clinic orthopaedics
5) Large clinic mixed
6) Undecided

4 45
12
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SPECIAL REPORTS

III. Special Reports

A. Chiefs' Report - 1970

B. Essential Components of Orthopaedic Competency -

Part I and II (The Essential Components of the
Graduating Orthopaedic Resident's Capability)

C. Flexibil.Lty Proposal

D. Staff Development

E. Radiol,!.)gy Teaching Unit

Much of the initial data and preliminary findings are
presented in the Chiefs' Report (ILI: A.)
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INTRODUCTION

The first step in the analysis of the data collected

in the Orthopaedic Training Study was to summarize indi-

vidual responses and describe group patterns (averages and/

or percents). In this way we can examine responses of all

respondents or individual training programs to questions like

"When did you first learn to perform an anterior cervical

fusion and how many times have you done it?"

Upon observing differences in and between groups in

characteristics measured by the OTS instruments we began to

hypothesize relationships b-2tween these characteristics and

one or more performance scores on the In-Training Exam. See

Table 1 for a list of the scores provided in the In-Training

Exam. Statistical tests can be applied to determine if there

is any relationship as hypothesized. One might guess, for

example, that programs with a large number of institutions

connected with it would perform better than programs which

function entirely within one institution. To test this

hypotheses we divided all programs into 3 groups as follows:

1 institution, 2, 3, 4, or 5 institutions, and 6 or more

institutions. The analysis of variance used the In-Training

Exams total multiple choice score as the dependent variable.

This test indicated that there was a significant difference

in programs based on a classification by number of institutions.

This test was significant beyond the .01 level (with an F of

7.11 and 2 and 704 df.) Means and standard deviations are

1



tab)ed below.

# of Institutions Mean Standard Deviation

1 113.50 24.36

2-5 113.70 21.85

>5 134.74 21.96

Any characteristic of a program, an institution, the

institutions of a program, the residents of a program, or

the attendings of a program can be related to any performance

for which a score is provided on the In-Training Exam. (See

table 2) .

During the advisory committee telephone conference it

was suggested that the committee be sent a list of the kinds

of relationships that we were planning to examine in the next

step of the study. The foregoing examples and the following

list of relationships is provided both for your comment and

as a "springboard" for additional suggestions.

2



TABLE 1

IN-TRAINING EXAMINATION DATA

Multiple Choice Scores
General Orthopaedics
Adult Orthopaedics
Children's Orthopaedics
Trauma
Anatomy
Physiology-Biochemistry
Pathology
Bio-Mechanics
Rehabilitation
Hand Surgery
Recall (All items classified as recall)
Interpretation (Al]. items classified as Interpretation)
Problem Solving (All items classified as problem solving)
Total (All items)

Patient Management Problem Sccrs (PMP)
Diagnostic Section positive score
Diagnostic Section negative score
Diagnostic Section net score
Treatment Section positive score
Treatment Section negative score
Treatment Section net score
Total Problem positive score
Total Problem negative score
Total Problem net score

-PMP scores above are available for individual problems (cases
and for the total test (all problems taken toaether.)

-PMP positive scores are definitely indicated choices made
-PMP negative scores are definitely contraindicated choices ma`
-PMP net scores are the positive minus the negative scores

3



TABLE 2

Independent Variable Dependent Variable

# Institutions in a program
Program Organization Univ. Indep.

M/C Score
M/C Score & PMP Score

# of Attending Staff
# full time attending
Number of Residents
Program Length
Existence of a follow-up clinic
# of orthopaedic subspecialists
Each ortho subspecialists
Extent of Res. Teaching activities

II II

0 H

H 0

If 0

11 If

II II

Subspecialty
M/C Score

if H

H H

II

H H

If if

It H

M/C Scores

4
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The 0. T. S. Experimental and Control Group Samples and the
Population Compared on 20 0. I. T. E. Scores

In Phase II of the Orthopaedic training study two groups of

residency training programs were selected from all U.S. programs.

Group 1, which consisted of 200 residents from 16 programs, was

titled "experimental" since later in the study innovations would be

introduced in their programs and their effects assessed. Group 2,

consisted of 504 residents from 35 programs and was titled "control"

since no changes were to be made in these programs.

One of the first procedures in evaluating these groups was to

determine if 1) both the experimental and control groups could be

considered to be represr,:ntative of the population of programs; i.e. ,

a ran(lom sample from the population, and 2) the experimental and

control groups are comparable samples. Since population values

of X and s, i. e., j' and ere available, the procedure was straight

forward. A 99% confidence interval was constructed around the

population mean employing the standard error of the mean (a function

of sample size). A confidence interval is a set of bounderies con-

structed above and below the population mean. It is a function of the

size of samples to be drawn from the population, and the deviation

of the population of measures from the population mean (Standard

deviation of the population) . 99% of all sample means should fall

within this interval if they are random samples from this population.

5



The formulation of the procedure is as follows:

N = Sample Size

= Population Mean

a-' = Population Standard Deviation

= Sample Mean

2. 58 = Z score with .005 in each tail of
the normal distribution

= Standard error of population mean
fiT

99% confidence (+ = 5C + -9-2: 2.58
interval

We have constructed a sampling distribution of means with a

99% confidence interval. This can be represented gra.phically as

follows:

-1-C

If a particular sample mean falls within the shaded area we can

state that the sample of programs is a random sample from the

population of programs. If a particular sample mean falls outside

the shaded area on either tail of the distribution we can state with 99%

confidence that this sample of programs is NOT a random sample

from the population of programs.

6
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Comparison of'the type described were performed for 20

of the scores on the 1968 Orthopaedic In-Training Examination.

(See table 1)

Two of the scores listed are summary scores of each of the

two sections of the examination: Multiple Choice and Patient

Management Problems. These scores provide the best overall

comparison of the groups. The other scores listed are multiple

choice sub-scores, PMP sub-scores, and what are called derived

scores namely; recall, interpretation, and problem solving. These

derived scores are given for both the multiple choice and PIMP parts

of the exam. The column labeled discrepancy refers to the difference

between the sample mean and the upper limit of the population distri-

bution.

RESULTS

EXPERIMENTAL GROUP VS. POPULATION (Table 1)

We can be 99% confidence that the experimental group is not a

random sample from the population of programs on the overall exam

scores. The strongest evidence of non-randomness of the experi-

mental sample is found on the multiple choice section of the exam.

The total multiple choice score, 9 of the 10 multiple choice sub-

scores, and the recall and interpretation derived scores indicate

that the experimental group is not a random sample from the popula-

7



tion of programs. In considering the derived scores, we find that

the experimental group can be considered to be a random sample

when considering multiple choice problem solving items, and those

portions of the PMP section of the exam which deal with treatment,

recall, interpretation, and problem solving, and the multiple choice

problem solving score.

One hypothesis would be that the experimental group is better

than the population of programs on those types of examination ques -

tions which deal with recall or interpretation of factual material.

The two groups are similar when considering complex learning out-

comes as tested in the PMP problems in general, and in multiple

choice problem solving items.

CONTROL GROW? VS. POPULATION (Table 2)

The same method, employing a confident interval about the

population mean, was applied to this comparison. For all variables,

the control group mean fell within the confidence interval constructed

about the population mean. Therefore, the control group can be

considered to be a random sample of programs from the population

of programs.

EXPERIMENTAL GROUP VS. CONTROL GROUP (Table 3)

This comparison was performed by a t -test for groups with

unequal n's. The T-value which indicates significance at the .01

level is 2.57(3. If these groups differ significantly, changes in

performance of the experimental group as the result of innovations

6
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introduced cannot be directly assessed; but would have to be modified

in terms of initial performance. It was found that in the Total

Multiple Choice score, 6 of the 10 multiple choice subscores and

the Recall and Interpretation derived scores the experimental group

had significantly higher scores when compared to those of the

control group. Therefore, some accommodation must be mule

for these initial differences in performance when assessing changes

in experimental programs due to innovations.

SIJM:NIARY AND CONCLUSIONS

Let us first review the findings:

Experiment-a 1 Sa mple vs. Popula Hon - significant
difference in 14 of 20 scores

Control Sample :Dopul7lion - no differences found
ExperirneARI Sample vs. Control Sample - significant

differences in 9 01 20 Scores (all NI/C scores)

The results of this study indicate that accommodation or

correction must be made when comparing the performance of

residents from the experimental sample of programs on recall of

factual information or interpretation of data type scores to the

performance of either the control group or the population of

programs. Indications for further study include an investigation

of residents from the groups of programs in this study at different

stages in their orthopaedic training to determine when this observed

overall difference in the store of factual orthopaedic knowledge between

two groups began.

9
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TABLE 1

Experimental - Population Comparison

Variable
Lower
Limit

Population
Mean

Upper
Limit

Sample
Mean

Discre -
pancy

Total M/C 126.116 129.448 132.779 137.935 5.206-
M/C Gen. Ortlio 29.541 30.490 31.438 33.11.7 1. C70
M /C A (11..01 46.4 Gt.' 47.640 48.823 50.657 1.8 . "
MA.: Child 36.163 37.426 38.688 39,460 .772
WC T ra 1.1 in a 13.353 1.3.603 14,383 14.7:)3 .3:;:','
/C An..(111,,, 22.967 23.831 24. C'',6 24.700 . (X 4'
M/C Pliyio -13iochem. 23.568 24.245 24.922 26.057 1.135-
MA: Pathelon' 40.846 42.135 4.3.424 45.660 2. ,-;26'
M/C Bio ee:I:lilies 8.044 8.419 8.703 8.078 . 18th
1\11/C IllInci Surgury 9.393 9.857 10. 321 11.032 . 761-
M/C Ii.2habili;ation 6.234 6.510 G. 786 G. 696
MA; 11c call 102.959 105.733 108.507 112.600 4.093'

Interpretation 15.268 15.892 16.516 17.273 . 759"
M/C Pro'), Solving 1.564 7.855 8.146 8.110
PMP Total 83.703 86.006 90.048 90.128 .080'
PMP Diagnostic 28.824 29.934 31.044 31.157 .113'
PMP Treatment 54.406 57.044 59.631 59.082
PMP Recall 15.542 16.200 16.859 16.671
PMP Interpretation 13.178 13.314 14.449 14.375
P.1,P Prob. Solving 46.257 48.308 50.360 49.064

** p < . 01

10
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TABLE 2

Control - Population Comparison

Lower
Limit

Population
Mean

Upper
Limit

Samplc
Mean

Tot:11 mit 126.116 129.448 132.779 130.648
miic ran. 0:hn 20.541 30.490 31.438 30.503
1.1 /C ,:.11.1 46.469 47.610 48.823 48.065
Ri "C Child 36.163 37.420 38.688 38.035

13.356 1:1. f.:C.0 14. '.32 13.054
1\ I /C An-Iton:y 22.96'i 23.831 24.6'90 24.188

/C -Bloch oni 23.568 24.245 24.922 24.341
10/C Mirilsy,;y 40.86 42.135 43.424 42.404
lVI /C LiO Mechanics 3.044 8.419 8.793 8.666
ICI /'C Suri.,,ery 9.393 9.857 10.321 9.750
1\1/C nation 6.234 6.510 6.786 6.759
M/C R: call 102.959 105.733 108.507 100.980
M/C Int ell:rotation 15.268 15.892 16.51G 15.68G
M /C Prob. Solving 7.564 7.855 8.140 7.982
PM P Total 83.763 86.006 90.048 88.207
PA; P Dia i;no--.tic. 28.824 29.034 31.044 30.401
PM P Treatment 54.406 57.044 59.681 57.895
hAiP Reall 15.542 .16.200 16.859 16.528
PAIP Imerpfetatien. 13.178 13.814 14.449 13.995
PA 1P Prob. Solving; 46.257 48.308 50.360 49.275

p <.01
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Experimental - Control Comparison

C

TABLE 3

Varlahle T-Value

Total M/C 4.340**
M/C General Ortho. 5.4112.**
M/C Adult Ortho. 4.529**
M/C Chilcirens Ortho. 2.146
M/C Trauma 3.001*
M /C Anatomy 1.148
M/C Physio -Bloch em. 5.299*4.
M/C Pathology 5.103**
M/C Bio Mechanics 1.629
. "/C Hand Surgery 5.644*
lv../C Rehabilitation .448
M /C Recall 4.013*
M /C Inte:retation 4.983''
M/C Problem Solving .889
PMP Total 1.218
)?T' Iniarinst.',c 1.460

FT .909
PMP Recall .468
PIP Intecpretation 1.222
PMP Problem Solviog .3b7

*1) 4 5
*4 p< .01

12
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TABLE 4

Group Means and Standard Deviation

Variable Pop.

MEANS

Exp. CU.

STANDARD DEVIATIONS

Pop. Exp. Ctl.

Total M/C 129.4 138.0 13C , 6 22.22 23.68 21.03
M/C Gen. Ortho. 30.5 33.1 50.6 6.33 6.48 5.99
M/C Adult 47. 6 50.7 48. 1 7.85 7.75 7.67
M/C Child 37.4 39.5 38.0 8.42 9.19 8.37
M/C Trauma 13.9 14.8 14.0 3.43 3.79 3.08
M./C Anatomy 23. 8 24. 7 24. 2 5.77 6.02 5.94
M/C Physio-Biochem. 24.2 26. 1 24.3 4.52 4.40 4.29
M/C Pathology 42. 1 45. 7 42.4 8.60 6.86 8.09
M/C 1310 Mechanics 8.4 9.0 8. 7 2.50 2.66 2.41
M/C Hand Surgery 9, 9 11. 1 9. 8 3.10 3.27 2.98
M/C Rehabilitation 6. 5 6. 7 6. 8 1.84 1.96 1.80
M/C Recall 105.7 112. 6 107. 0 18.50 19.58 17.48
1W /C Interpretation 15.9 17.3 15. 7 4:16 4.47 3.93
IVI /C Prob . Solving 7. 9 8. 1 8.0 1.94 1.97 1.88

PMP Total 86.9 90.1 88. 3 20.95 20.08 20.41
PLIP Dike,,-nostic 29. 9 31. 2 30.4 7.40 6.89 6.89

PMP Trea tment 57.0 59.1 57.9 17.59 17.24 17.95
PMP Recall 16. 2 16. 7 16. 5 4.39 4.10 4.08
PMP Interpretation 13. 8 14.4 14.0 4.24 4.27 3.95
PM)? Prob. Solvini?; 48. 3 49. 7 49. 3 13.68 13.32 13.76



Orthopaedic Training Study
. Experimental and Control Group

First Year Residents Comparison

The purpose of this study was to det:,:mine if diffei:-nces

in general orthopaedic knowledge existed between residents from

2 samples of orthopaedic residency training programs prior to

residency training. The first year OI"113 was selected because

it was the only indication of orthopaedic achievement available.

The short period of residency completed prior to the first year

OITE (about 4 months) was not assumed to be a significant factor

in determining test scores.

The experiment;,1 hypothesis was that there were no differences

between firot Year res.idents in the experimc,nal yroup and '.irst

year residents in izie control group on any of the scores of the

Orthopaedic In-Training Examination. The method of analysis

employed was a T-test for independent unequal sized groups. There

were 50 first yerr residents from the 16 experimental group pro-

grams and 84 first year residents from the 34 control group pro-

grams.

No significant differences were found for any of the 20

scores tested. Any differences in OITE scores found between these

two groups during or after training may be said to be due to

something other than a difference in entering knowledge.

14
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For. The :axperimental And Control Groups
First Year Resident's Comparison

Variable

T-Test Summary Table

TABLE I

T-Score

Total M/C -2.061
M/C General Ortho. -1.832

Adult Ortho. -2249
Children's Ortho. -1.641
Trauma .343

Anatomy -1.172
Physio-Biochemistry -2.081
Pathology -1.990
Bio-Mechanics -1.429
Hand Surgery -.879
Rehabilitation .338

M/C Recall -1.986
Interpretation -1.820
Problem Solving .187

?MP Total -.154
Diagnostic .946

Treatment -.703
Recall .738

Interpretation 1.642
Problem Solving .-.757

P) .01 = T ;- 2.58

15
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Nineteen Characteristics of Orthopaedic Training programs
related to Total Multiple Choice Score on the O.I.T.E.

The nineteen program characteristics listed in table 1

were hypothesized to be related to resident's performance

as measured by the O.I.T.E. The sample consisted of 706

residents from the 47 residency programs of the Orthopedic

Training Study. The method of analysis was a one-way ana-

lysis of variance classifying a program, and therefore all

the residents from that program, into one of the factor levels.

The results are displayed in a series of tables following

this page.

The nalyssis title is given with an accompanying table

which contains the following information. First, Prograrn

grouinp which refers to the categories into which programs

were classified for the particular analysis. These categories

are mutually exclusive and exhaustive of the responses given

on the program questionnaires. Second, tie number of pro-

grams from the study classified into each program grouping.

Third and fourth, the program grouping mean and standard

deviation are displayed. The last column refers to the

overall ANOVA F- value for that analysis. No post-hoc analyses

were made yet since trends and differences are fairly obvious.

They will be made where needed to refine the results. A

table of significant F values is provided for your convenience.

16



Ivo. of Levels (N) Significant F for
N-1 and 705 df.

.01 level

-Significant F for
N-1 and 705 df.

.05 level

2 6.66 3.85
3 4.62 3.00
4 3.80 2.61
5 3.34 2.38

Results

Each of the significant results will now be presenter,.

Number of Institutions

Program Grouping 4 of Programs Group Mean Standard F

Deviation

1 institution (3)

2-5 institutions (32)

6 or more institutions (12)

113.5
133.7
134.7

24,4
21.0
22.0

7.11**

Program Organization

Program Grouping 4 of Programs Group Mean Standard
Deviation

Independent
Affiliated with
University
University

(8)

(5)
(34)

126.5 22.3

132.5
135.1

22.8 6.94**
21.8

Chief's Control

Program Grouping # of Programs Group Mean Standard
Deviation

Direct control
over all facets
of 1--rogram

Parts of control
delegated to chief's
of program parts

(21)

(26)

130.8 20.5

135.0 22.8

5.50)



Chief's Availability (location of major office)

of Programs Group Mean Standard
Deviation

Proaram Grouping it

In principal program

0
institution (PPI) (30) 135.7 21.7
Immediately adjacent
to PPI (7) 126.1 20.3 6.79 *; A

Less than one mile
from PPI (6) 130.8 24.4
More than one mile
from PPI (4) 124.2 21.0

Number. of Attending Staff

0......
Program Grouping # of Programs Group Mean Standard F

Deviation

1 to 8 attendiilgs (11) 128.3 23.0
9 to 16 attendings (12) 133.2 20.4
17 or more attendings (24) 135.4 22.4

4.87*A

Number of Residents

Program Grouping 0 of Programs Group Mean Standar,?

Deviation

1-8 residents (12) 124.8 24.4
9-16 residents (14) 129.8 21.7
17-24 residents (14) 140.1 19.9
25 or more residents (7) 133.3 22.2

12.87**

Number of. Foroiqp Graduates

Program Grouping # of Programs Group Mean Standard
Deviation

None (19) 136.6 22.3
1-4 foreic;11 grads (22) 129.8 22.1
5 or more foreign grads (5) 135.1 20.9

18



Program Design

of Programs Group Mean Standard
Deviation

Program Grouping #

Complete Ortho as
standardly defined (18) 129.4 23.1
Complete plus oppor-
tunity for special-
ized interests (25) 135.2 21.5 4.73**
Partial Ortho plus
training in other
locations (4) 134.7 22.7

Clinical Material Balance (% of private & % of staff patients)

Program Grouping # of Programs Group Mean Standard
Deviation

0-20V, privat.c

81-100;; staff
2140/L pri vate
61-80,; :tatt

41-60V, private
41-60% staff

61-80YA private
21-40% staff
81-100 private
0-20% staff

(8)

(13)

(14)

(6)

(6)

129.8

137.6

135.8

124.7

135.2

22.3

21.5

21.6

23.3

19.1

7.61**

Number of Ortho. Outpatient Clinics

Program Grouping # of Programs Group mean Standard
Deviation

3

5

7

or
or
or

4

6

8

clini.cs

clinics
clini.cs

k10)

(20)

(16)

131.1
132.1
136.5

22.8
21.5
22.5

3.72*
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Number of.Orthopnedie Suhspecialists

Program Grouping ft of Programs Group Mean Standard F
Deviation

0-2

3-5
6 -B

subspecialists
subspecialists
subspecialists

(7)

(26)

(13)

128.3
132.6
137.3

21.2
21.9
22.9

5.27**

Resident Teaching Activities
Residents required to instruct

1) other residents
2) interns
3) medical students
4) allied health professionals
5) others

Program Grouping # of Programs Group Mean Standard
Deviation

0 to 2 of the above 5 (8) 1:5.5 23.9
3 of the abc,Je 5 (17) 133.6 22.3 9.7C**
4 or 5 of the above 5 (22) 136.1 21.0

Resident Foanervilon in surgery

Program Grouping 4 of Programs Group Mean Standard
Deviation

in all cases regardless
of complexity (29)

in accordance with
the needs of the
resident (18)

130.1 21.8

135.6 22.1

Numher of 1;sidents Dismissed in past five years

Program Grouping 4 of Programs Group Mean Standard
Deviation

10.27**

Nono
1 or more

(23) 130.5
136.0

22.2 10.46*w
22.3

20
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Table I

The 19 Variables studied in this analysis

Number of Institutions

Program Organization

Chief's Control.

Chief's Availability

Chief's Income from Salary

Number of Attending Staff

Number of Full-Time Attendings

Number of Residents

Program Length

Number of Foreign Graduates

Program Design re: Completeness

Clinical Material Balance

Number of Ortho.Outpatient Clinics

Follow up Clinic

Number of Ortho. Suhspccialists

Basic Science Instruction Format

Number of Resident Teaching Activities

Resident Supervision in Surgery

Number of Residents Dismissed

21
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ABBREVIATED RESIDENCY BOARD APPLICANTS OF JANUARY 1970 COMPARED
TO THEIR PEERS ON 1968 AND 1969 OITE EXAMINATION SCORES

In accordance with the goals of the Orthopaedic Training Study

eleven orthopaedic residents took the 1970 Orthopaedic Certification

Exam at a time which was prior to the completion of the previously

required time for the residency program that they were appointed to.

The decision to take the exam early was made jointly by the resident

and the chief of his training program. At the time of the certifi-

cation exam three of these eleven were finishing their third year

of orthopaedic training and eight were finishing their fourth year

of training.

The purpose of this study was to compare the performance of those

eleven residents to others on OITE scores for the 1968 and 1969 exams.

The exams verr! given as follows:

1968 OITE Nov 1968
1969 OITE Nov 1961
1970 oCE Jan 1970

The results show that the mean score of the ARBC is always above

that of their peers and the mean of the fourth year residents group.

In most cases nine of the eleven ARDCs had scores higher than the

fourth year residents moan. They are above the 86% of their peers

and better than the average fourth year resident.

No tests of significance have been performed to date but a

significant result would surely be expected. A further investigation

into backgrounds, attitudes, confidence, and their lives since the

Board exam is also planned.
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A Comparison of Percent Scores of
Abbreviated Residency Board Candidates with Their Peers and 4th

Year ResidentJ 1908 0.I. T. E. Scores

Abbreviated Residency Board Candidates were 3rdyear residents at the time
of the '08 0.1. T. E.

M/C 'Total. X
sd

Genl. Ortho K
sd

Adult Ortho X
sd

Ortho sd

Trill11111 R.

sd

Hand Surg. X
sd

Anatomy X
sd

Pathology 51

sd

Physio- X
Biochcin. sd

Bio-
Mechanics sd

nch.abilita- X
tion sd

A.RDC Peers 4th yr. Res.

66. G 55.8 60.2
4.2 7.9 8.0

69.5 58.3 62.6
7.7 10.9 10.5

67.8 57.6 61.1
8.4 8.2 8.5

65.7 54.6 CO. 1
G.1 9.9 9.7

60.5 49.0 53.5
10.0 11.3 11.9

59.1 45.1 49.8
23.4 12.9 12.9

61.3 54.5 59.7
8.1 10.5 10.3

71.2 5G.8 61.4
4.2 9.9 9.6

62.7 55.5 57.9
10.2 10.1 10.2

68.9 54.7 61.3
11.6 13.8 13.4

58.5 56.3 60.6
9.8 14,5 14.1

23



C

AR11C Peers 4th yr. Res.

Recall X 67.5 56.6 61.2
sd 5.1 8.3 8.3

Interpre- X 65.1 51.8 56.2
taidon sd 11.7 11.6 11.4

Prob. X 59.9 54.3 56.2
Solving sd 12.3 12.1 12.5

24
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(

A Comparison of Percent Scores of.
Abbrcvia r. d Residency l',oa rd Candidates with Their Peers and 4th

Year Residents 1969 O.I. T. E. Scores

Abbreviated Residency Boa rd Candidates were 4 th year residents at the time
of the '69 0. I. T. E.

1v1/C Total 51

sd

General 5C

Ortho sd

Adult 57C

Ortho sd

Childrens X
Ortho sd

Trauma 5C

sd

Hand X

Anatomy X
sd

Patholoa 55

sd

Physic) - X
Biochem. sd

1310- 51

Mechanics sd

Rehabilita 51

Lion sd

Recall X
sd

thterpre- X
tation sd

Problem X
Solving sd

ARI3C :?.?.ers 4th yr. Res.

60.8 61.8
2.7 7.6

68.4 56.6
6.5 10.4

70.0 61.0
5.6 8.4

76.7 67.1
5.6 10.6

67.0 62.2
3.5 9.2

C9.5 62.8
5.7 11.1

79.7 67.8
5.6 11.3

69.4 59.4
4.1 8.9

65.6 56.1
9.5 11,6

57.4 52.1
11.7 13.3

52.7 51.6
11.7 14.3

70.0 62,0
4.3 8.2

68.7 59.8
6.0 11.1

69.2 59.7
7.4 17.0

25
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Subsecialist on caff VS. Res.ident's
subspecialty M/C Sobscore

The purpose of this study was to determine if a re-

lationship exists between the presence of an orthopaedic

subspecialist on the residency program's regular touching

staff and the mean of the multiple choice subscore

dealing with that subspecialty on the In-Training Exam.

The following subspecialties were examined: pediatrics,

pathology, biomechanics, hand, rehabilitation. Forty

seven programs from the orthopaedic training study were

included in this study. Table 1 displays the mean score

and number of programs, in parentheses, in each group.

It also presents the Z- -score for each of the five Ireas

a Z- -score of 258 was needed for significance at the .01

level.

The presence of a subspecialist in the five areas

listed above does not significantly increase the resi-

dents scares in those subspecialties. In fact for three of

the five subscores the residents programs without such a

.01bspecialist scored better in the M/C Subscore dealing

with that suJspecialty than residents from programs which

have such a subspecialibt.

27



Further investigation of these results is certainly

indicated. What type of training do residents from pro-

grams without 71 particular subspecialist receive in the

particular subspecialty? Do they have a course or a

series of lectures about the subspecialty? Do they just

suggest readings? How are subspecialists utilized when

they are part of the residency program?

28
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Table 1.

A comparison of residents subspecialty scores on the

1968 OITE and the presence or absence of a subspecialist

on the staff of the residency program.

Subspecialty
No

Subspecialist
Mean (N)

Subspecialist
Mean (N)

2
Score

Pediatrics 38.05 38.54 .40
(12) (35)

Pzttho3ogy 39.19 41.04 1.87
(16) (31)

Bio-necuanics 34.14 30.30 1.37
(31) (16)

vb

Hand 29.77 25.27 .12

(7) (40)

Rehabilitation 23.87 21.57 .70
(17) (30)

Pc01 = Z>2.58

29

1



RESIDENT'S EXPERIENCE WITH 58 SELECTED PROCEDURES
DIVIDED BY YEARS OF TRAINING

The Resident Procedures Form contains a list of 58 procedures

as shown in table 1. The residents responded to the following five

questions relating to each procedure: 1) When did you first

learn this procedure? 2) How many times have you performed it? 3)

How well can you perform it? 4) Who first taught you? and 5) If

self-taught what method(s) did you use? The returns include 93

first year residents, 164 second year residents, 143 third year

residents and 192 fourth and fifth year residents (combined). The

total group, then, is 592 residents. The results are reported in two

forms. Tables 2 .through 6 show summaries of the data of particular

interest. The appendix which Zollows the tables gives the co;nnlete

data report- in percenfi.T.s of the group response t3 five selected

procedUres. This complete report is available upon request.

It is interesting to note the change in resprase to the question

concerning when procedures were learned for residents at different

stages of their training: The percentage of residents who report

having learn, a procedure before beginning the residency is higl,er

for first year residents than it is for sccond and third and fourth

years for many of the procedures. ThiL; finding has two possible

explanations 1) medical schools are teaching these procedures now

and they didn't a few years ago or 2) students interpretation of

the term of "learned" changes. He may find out during residency



that he really did not know a particular procedure and all of its

implications and possible complications as well as he thought he

had.

Table 2 gives an list of 15 procedures which many residents

state they learned before entering ortho.residencv. Some of these

procedures are orthopaedic and others arc not. Those which ale

orthopaedic deal mainly with casting procedures. Table 3 presents

34 procedures that few residents knew Prior to orthopaedic residency.

Table 4 displays 20 procedures many which appear in table 34which

were not learned by many before the orthopaedic residency and as

'plc 4 shows were never learned by some during the 4 years. Table

5 lists the mo:,;t commonly performed procedures, mosLly casting, anc7.

the last table.,number 6, lists the procedures most: commonly self-

ta'ght by reading. If your program had two or more fourth/fifth

year Resident Procedures Forms at the time that the data was sent to

analyses you also have 3 additional pages which list the number of

fourth/fifth year residents from your program who reported they had

not learned tbr, listed procedure.

ile-significance of this study is in the example it provides

of a method of gathering detailed information about what residents

are learning in residency programs. It may provide a iodel upon

which a bore curriculum of "basic procedures all qualified ortho-

31
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paedic pracLicioners must be able to perform with confidence" can

be derived. It may form the means of discovering continuing ed-

ucation needs for the next year or two.

32
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Table 1

The fifty - eight: procedures employed in the Resident Procedures Form

1, Inject a painful joint
2. Manipulate a contracted

joint
3. Dcbride an open fracture
4. Perform split-thickness

shin
5. Suture a ldcorated tendon
6. Repair a lacerated blood

vessel
7. Apply a bone plate
8. Apply a short arm cast
9. Apply a long arm cast

10. Apply a shoulder spica
cast

11. Reduce a Colles fracture
12. Reduce a supracondylar

(humorous) fracture
13. Insert a K-wire in a

phalanx
14. Release a trigger finger
15. Perform a carpal tul.neJ.

releae
16. Per-form a wrist synovectomy
17. Perform an upper extremity

rndon transfer
18. Perform a crossfinger ped-

icle graft
19. Repair a lacerated digital

nerve
20. Write a prescription for

corrective shoes
21. Prescribe and check out an

A-K prosthesis
22. Apply a short leg'walking

cast
23. Apply a cylinder cast
24. Insert a tibial trac ion

pin
25. Manipulate a congential

hip dislocation
26. Non-surgically manage a c

club foot:
27. Reduce a traumatic hip dis-

location (closed)

28. Saucerize an infected tibia
29. Internally fix a medial

malleolar fracture
30. Perform a knee meniscectomy
31. Insert ar medullary rod in a

femur
32. Internally fix a reduced frac-

tured hip
33. Insert a hip prosthesis
34. Perform a hip arthroplasty
35. Apply a Minerva jacket
36. Apply a correctev:. cast for

rcoliosis
37. Prescribe and chek-out a

Milwaukee brace
38. Perform a needle biopy of a

lumbar vertebra
39. Take an iliac bone graft
40. Perform a inns)miate ostootomy
41. Perform a posterolateral lumbar

fusion
42. Insert Harrington rods
43. Perform a laminectomy and dis-

cectomy
A

44. Perform a costotvansversectemy
45. Perform an anterior ce-vical

fusion
46. Perform a fore quarter or a hind

quarter amputation
47. Perform and interpret an myelo-

gram
48. Perform and interpret an arthrogr
49. Perform and interpret a nerve

conduction test
50. Perform and interpret an PIG
51. Insert an endotracheal tube
52. Insert a chest tube
53. Perform a tracheostomy
54. Manage a patient in shock
55. Perform cardiorespiratory

resuscitation---
56. Give a legal deposition
57. Give expert testimony in a court

of law
Evaluate a disability and report:
your findings in a-form accept-
able to a compensation board

5£3.
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Table 2

Procedures that first year residents stateL: they 2earncd befos:e
beginiAng orthopaedic rosidency

More th,--.1n 75% learned

1. Inject a painful joint
8. Apply shu:rt alm cast
9. Apply '.ong arm cast

22. Apply a short leg walking cast
51. Insert an endotracheal tube
53. Perform a trachrostomy
5(J . Manage a patient in shock
55. Perform cardiorespiratory resu!--;(!itation

More than 50% learned

3. P,Apride an open fracture
4. Perform split-thickneEs skin
5. Suture a lacerated ten Son

11. Reduce a Colles fractare
23. hpply a cylinder cast
24. Insert a tibial traction pin

Insert a chest tube



Table 3

Proe.:Aures that less than 25% of the first year residents stated
that they learned prior Lo beginning orthopaedic residency

2. Manipulate a contracted 41.

joint
7. Apply a hone plate

10. Apply a shoulde: silica cast
14. Release a trigger finger
16. Perform a wrist synovectomy
17. PerZorm an upper extremity i5.

tendon transf-r
18. Perform a crossfinger pod- 4G.

icle graft
19. Repair a lacerated digital 48.

nerve
20. Write a prescription :or 49.

cortectivo shoes
21. Proscobe and check-out

an 1' -K prosthesis

25. Manipulate a congenital
hip dislocation

27. Ilcuce a traumatic hip
dislocation (closed) 58.

28. Saucerize an infected
tibia

20. Internally fix a medial
malleolar fracture

31. Insert an medullary rod in
a femur

33. Insert a hip prosthesis
34. Perform a hip arthroplasty
35. Apply a Minerva jacket
36. Apply a corrective cast

for scoliosis
37. Prescribe.and check-out a

Milwaukee brace
38. Perform a needle biopsy of

a lumbar vertebra
40. Per:orm an innominate

osteo'-omy

42.

43.

50.

56.

57.

Perform a posterolatoral
lumbar fusion
Insert Harrington rods
Perform a aaminoctomy and
discectomy
Perform a costo,ransversectomy
Perform an anterior cervical
fusion
Perform a core quarter a

hind quartor amputatioi,
Perform and interpret an
arthrograh
Perform anc. interpret E, nerve
conduction test
Perfoim and interpret an EG
Perform ca-diorespiratory
resuscitation
Give export testimony in a
court of law
Evaluite a disability and
report your findings in a
form acceptable to a com-
pensation hoard

1 F335



Table 4

Procedures that fourth year residents stated they never learned
during their training to date

More than 10';, nover. learricA

35. Apply a Minerva jacket
36. Anply a corrective cant for seolionis
37. Proscribe and check-cut a .ilunu%ec brace
40. Perform an innominate ostootomy
42. Insert Harrington rods
43. Perform a laminertemy and discectemy
47. Perform and interpt. a myelogram
43. Perform and interpr,t an arthr

More than never learned

6. Repair a lacerat.!d blood vessel
10. Perform a crossfinger pedical graft:
30. Perform a needi bici:s of a lumbar vertebra
45. Perform an anterior cc.y.vical fusion
46. Perform a fore qu;.rter or a hind quarter aputation

Mc,re than 5(V. never learned

44. Perform a costotransversecto,ay
49. Perform and interpret a nerve conduction test
50. Perform and interpret an E14 C4
56. Give a legal deposition
57. Give c :pert testimcny in a court of law
58. Evaluate a disability and report your findings in a form

acceptable to a comizensation board



Tab3e 5

Procedures most frr'nuently performed, taken from responses of
fourth

Performed

1.

8.

9.

11.

year rt34.dents

more than 30 times by mor'.: than 50Z, of the fourth ,.ear

Inject a painful joint
1 ply a short arm cast
Apply a long arm cast
Reduce a Colles fracture

20. Write a crescri:Dtion for corrective ghoes
22. Apply a sho:7t leg walking cast
23. Aoply a cylinder cast
24. T-iL-rt a tibial traction pin

tha,) 30 times bv !!.0111-' than 2 of the ;ourth year

4. ter:_orm split-thicINLess skin
26. N:m-surgic:Illy wnlag a club foot
32. Internally fix a reduced fractured hip
39. Take an iliac bone gn,fL
51. Insc.rt el::IoLachcal tube
54. Manage a patient in shock

37
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Table 6

Procedures most commonly self-taught through reading

Pe..-centages of the total group so reporting for the procedures below
range from 8 to 14 percent.

1. Inject a painful joint:
5. Suture a laccrated tendon

11. Reduce a Cones fracture
12. Reduce a supracondylar (humor. )us) fracture
18. Perform a crossfinger pedicle, graft
19. Repair a lacerated digital nerve
20. Write a proscription for corrective s;:c)es
26. Non - surgically manage a club foot
27. Reduce a traumatic hip di s.Location (c1,-)sed)

38. Perfolm a needle biopsy of a lumbar %Lrtebra
40. Perform aryl interpret an arthrogram
54. Manage a patient in shock

38



Tablc 7

Procr.durr.s more than 501. of the residents li'arne:1 frc.1 ot.11,:!r rerident:;

1. Inject a painful joint

3. D-..!Lride an open fracture

4. Perform sp3it-thickness skip

8. Apply a short ar. cast

9. Apply a long arm cart

11. Reduce a Colley fractur:,

22. Apply a chest leg walking c:Ist

23. Apply a cylinder cast

24. Inserl: a tibial traction pin

r-) Inselu a chest tube

53. Pcrfo:= a trachoc.stry

54. Manage a pataent in shock

55. Perform cardiorospiratory resuscitation

31.87
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INTRODUCTION

Originally proposed as the preparation of a core curriculum
in orthopaedic surgery, the idea for defining orthopaedic content
became, by the time the Task Force met, the job of stipulating
the essential competencies every resident should have acquired by
the completion of his residency. It had been hoped by the pro-
posers*, that there would be generated content guides, especially
in the basic sciences, and that these would be made available to
whichever training programs desired them. As a consequence, and
prior to the September, 1971 meeting of the Task Force, several
orthopaedic physicians prepared preliminary papers detailing es-
sential orthopaedic content in several sub-areas. These papers
varied in format from outlines of information to collections of
behavioral objectives. It was from these papers that the Task
Force worked in developing the final document, "The Essential Com-
ponents of Competency," initially seeing the job as one of editing.

In the course of compiling the final document, the original
charge was re-evaluated and found to duplicate many previous, and
other committees' work. The job of editing the original paper
then turned into an educational task of writing general outcomes
of an orthopaedic residency, a statement of abilities one may rea-
sonably expect in a physician entering the practice of orthopaedic
surgery upon the completion of a residency.

The Task Force deliberately left the evaluation consideration
to the training program chiefs and others, in order to avoid con-
struction of a curriculum and standardization of programs. The
construction of a curriculum, i.e., content selection, instructional
methodology, learning experiences, etc., remain with the chief be-
cause the competencies are stated as general objectives and not as
specific instructional objectives which would include the condi-
tions for evaluation and the degree of competency to be demonstra-
ted.

The most difficult problem; which faced the Task Force was the
definition of the categories of competence. The grappling with
this proble,A is in thii verbatim report, but it seems necessary to
prepare the reader for the convolutions in the struggle. The

*The chiefs of training in the sixteen experimental programs of
the Orthopaedic Training Study at their annual meeting in 1970.



struggle for the definition of the eventual three categories*
stems from a number of things: dispute over classifying the de-
grees of competencies of an individual as opposed to classifying
disease entities and their treatment; dispute over terms indica-
ting competency; misunderstandings in regard to the meaning of
referral and the things to be referred in the third category of
competence.

Some of the work done in this meeting was accomplished in
small group work of which no recording was made. However, tne re-
ports of these groups, as presented here, include some of the
rationale behind the decisions reported.

Members of the Task Force were allowed the privilege of
amending their remarks as presented in this manuscript.

Members of the Task Force include:

**Reginald Cooper, M. D.
University of Iowa

Alice Garrett, M. D.
New York Rehabilitation Hospital

**F. Leon Ware, M. D.
University of Texas

**George Spencer
Case-Vestern Reserve

**Norman Boeve, M. D.
Blodgett Memorial, Grand Rapids

**Jennifer Jowsey, M. D.
Mayo Clinic

F. L. A. Peterson, M. D.
Mayo Clinic (Friday only)

*See Appendix, p. 97.

**Not present.
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Members of Task Force - Cont'd:

Curtis Edholm, M. D.
St. Mary's Hospital, Grand Rapids, Micn.

**Charles Herndon, M. D.
Case- restern Reserve

Albert Swanson, M. D.
Blodgett Memorial, Grand Rapids

William Winters, M. D.
Valley Medical Center, Fresno, Calif.

Tom Brower, M. D.
University of Kentucky

Charles Ryder, M. D.
New York Orthopaedic Hospital

**James W. Parks, M. D.
Akron City Hospital, Akron, Ohio

Orthopaedic Training Study Staff:
(Center for Educational Development)

Brian Huncke, M. D.

Christine McGuire, M. A.

Thomas Bligh, M. S.

Carl J. Clson, Ed. D. (Study Coordinator)

James Monahan, M. S. (Task Force Coordinator)

**Not present.
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The Thursday Session

Mr. Monahan: The task ve nave before vi today.is to take the
prelialinary proposals for tne essential elements or competency, and
turn them into one document flaying a consistent format. The tasks
preliminary to the produ2tion of this sin ;le document include deci-
sion as to the appropriate format, decision on the specificity of
the content in this document, and considerations on other includ-
able. waterial. This last point should involve consideration of the
inclusion of a statement on attitudes which uhould be developed in
a resident and whether or not there should also be statements about
the specific skills .hici a resident should have acquired at the
end of his residency. The need for this document, which we will
produce, can be explained at least in relationship to the proposal
for a phased residency. A phased-residency task force under tne
direction of Dr. Charles Gregory has as its task the definition of
a residency program, not in terms of time spent in the program, but
in the level of achievement an individual makes; given a statement
of competencies, a resident's training would conclude with the at-
tainment of those competencies, whether the time spent to achieve
them is four, three, or five'years. But, obviouAly, before such
considerations can be made, a statement of competencies must be
produced, and this document will be toward that end of helping to
achieve the goal of a phased residency program.

Dr. Svanson: Your idea, then, in pttting together all of
these essential components in a work form is so that it can be used
as a curriculum by a director of a program. Men I vent over these
documents, I had some very sudden and very strong thoughts. First
of all, the material that's in the parts is so broad and so far
reaching that you would have to be the most brilliant physician in
the world to know everything that's there. In some places, people
have said something to the effect that a resident ought to just
know this book.

Dr. Brower: I think that's what he is talking about in format.
Ir you are going to use this for a measure, you have to go back to
Mager and the definition of objectives. But I would agree with
your comment on most of tie components that I saw. They were tak-
ing the contents of a book and putting it down as objectives. The
one we have on Children's is about the most succinct and properly
arranged one that I saw.

Dr. Wider: Yell, Jim, probably the problem is for us to de-
cide whether we want to try to use this objectives' format.

C
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Perhaps you are auggeating that we ought to try to use the format
of Gronlund, which ia aorn of modified Mager**.

Mr. Monahan: I didn't want to suggest any particular one,
but to offer seeral as a consideration. I might just say that,
personally, 1 feal that GI:onlund is tt la'.ttle easier to teach
from.

Dr. Brower: E=use aa. you aae using two different
words here. You say that you ,pant to see if a fellow has accom-
plished something befo:::._: he 1e7ivuo the program, and then you use
the word "teach". Ey:J:1 you have cot to decide which one you are
going to co.

Mr. Monahan: 10:en I uoe the word, "teach"
.
I mean to say

that, from GronluntP- point of view, one teaches for the under-
standing that is stated in the instructional objective. Now to
demonstrate that this underatanding is achieved, the instructor
sets up a number of alternative behaviors which, when exhibited
in the residentaaaay on oa a combination of them--determines
that he has achievcJ ine.e;:staniing you wera teaching. If the
objective, fol: cx.;:mple, weLo 'fo:: the resident to achieve an under-
standing of reducing fractures of the lover extremities, then a
number of alternative kahaviors would consist of a list of frac-
tures he would hrtve to reduce in order to demonstrate that he
understands fractures.

Dr. Brewer: rt_.znolu:ce, how:

Mr. Monahan: Whilte.re*z va!, ycu -bold state it.

Dr. Thrower: Well, in fractures, let's assume that there are
a number of toughie. , an-.1 it he cln handle those toughies, he can
handle the eimple onc.s, nuv!: in the Children's paper. You
get to the nitty-gritty ,-,f1 it, rn.Z. we can assume that if he under-
stands that, 1ln can cat:::ii,3v a flat foot if it comes along.
But we have thu prnlem of 6ociding what are the significant frac-
tures in one araa.

*Norman Gronlund, E;tatinch:tvic21:4,1 Objectives for Classroom
Instruction, r:(1%/ nacmillan, 1970.

**Robert Mager, 2renariu_Imtructioral Obiectives, Palo Alto,
Calif. Fearon Publishe::s, 1962.
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Dr. Ryder: It seems that the first thing we have to do is
decide on a format and we have two general options: one is, as
it were, a curriculum outline form, and the second is to try to
convert these papers into statements of the behavior of the resi-
dent at the end of the training period.

Mr.._yonahr.i: You night llso want to make some decisions
upon content, that is, is it feasible to ask a resident to know
a particular piece of information? Or could the content be
categorized, as Dr. Swanson was suggesting in his component on
the Hand?

Dr. Swanson: While we call them categorization of competence,
there is material that everyone ought to know, material only some
people ought to know, and material that only the specialist needs
to know. Ve have cr:zied it out to four categories and much of
it has to do, not with the accumulation of the knowledge, but
with the responsibility of that knowledge, the dangers to a patient
from inadequate knowledge. For example, at the bottom of a scale
might be the ability and the knowledge to pull the tongue out of
a patient's threat, and then yov. take it all the way up to the top
where you have someone who is doing some writing and research on
anoxia. The guy who pulls the tongue out of the throat doesn't
have to know about the oxygen-carrying capacity of hemoglobin.

Dr. Ryder: It seems as though we have two over-lapping as-
pects to consider. 1) What we might call the total scope of
this whole thing, hew we consider training suocr-experts in
everything. This secms a little out of hand. Ane 2) the other
aspect is levels of expertise that you, Dr. Swanson, used and
which are also illustrated in the :Liss /Vanselow* statement for
internal medicine competencies. Now on the scope level, I sup-
pose, we should b:1 :elating to the concept of what the board
presumably examines for', which is mir.imal competency; our total
program should fit within that scope. Any individual program
is going to have areas way outside of that, nevertheless we are
concerned with the minimal competencies being the border lines
or boundaries of our scope statement, and then within that we
have to define the levels of expertise, because it has been said,
for example, don't expect every resident to do a competent job

*Roland Hiss and Neal Vanselow. "Objectives of a Residency in
Internal Medicine." Association for Hospital Medical Education,
1911, Jefferson Davis Highway, Arlington, Va.

IrG



with Harrington rods, but we as sure as hell expect him to do a
competent job with every fracture that comes along.

Dr. Swanson: This is where we have to come to a meeting of
minds though. There just is too much material in the scope, but
there is nothing wrong with that, actually, because this is the
scope of orthopaedics.

Dr. Ryder: Right.

Dr. Swanson: What I understand you as saying is, identify
in this scope the basic minimum.

Dr. Ryder: Some things we could probably very clearly and
easily eliminate. For example, in this very complete and excel-
lent outline of basic sciences, it says the residents should
know crystallography, electronic mycroscopy, etc.. That is fine
if he is going to be a research orthopaedist, but that is not
within the scope of our activities here.

Dr. Brower: If I might just question one word you used
there, and that's competence. After kicking around on the Board
in the In-training Exam*, I think people have finally realized
that we can recognize incompetence easier than competence. And
if we can recognize incompetence, we will assume that whatever
is left is competence; that is to say, if he cannot do this much,
he is incompetent.

Dr. Swanson: I am not so sure I would agree fully with that.

Dr. Brower: Can you define competence?

Dr. Swanson: The ability to accomplish.

Dr. Brower: All right. Can you measure it?

Dr. Swanson: Vhy hell, yeh! Put him up to bat and see if
he strikes out.

Dr. Brower: Oh, I can do it in sports, the most accurate
measure there is, but when it comes to education, we don't have
anything like that.

*A multiple choice, patient-management problem examination given
yearly to orthopaedic residents.

7



Dr. Winter:

Dr. Swanson:
have to disregard
paper.

Dr. Brower:

Dr. Swanson:
ledge, the effect

Dr. Brower:
swing the bat?

- 5

Can you do it without patients?

That's a good question, but I think that we
implementation when we are working with this

Run that by lac again?

Impleinentation means the utilization of know-
of knowledge.

And you are saying, as long as he knows how to

Dr. Swanson: No, no, not just that, he has to know the
rules of the ball game. I can analyze him: he's got a good
swing, he's got a good eyeball, he tracks the ball, he does
everything else, but if I say, 0. K, man, I'm taking out the
pitcher and you're going to go up and bat, I don't know what he
is going to do. But that's were I have to stop, I can't go
any further than that, and I think that's where we are here. I

think the selection of whether or not he is going to be able to
hit the ball is what the scout found out from watching him in
high school, and it's what you are doing when you are choosing
him out of the internship for the residency.

Dr. Olson: I think we are confusing here his ability to
do with whether or not he will actually do it, and we have no
way of knowing that.

Dr. Brower: I am getting ahead of myself. That's what the
Board is supposedly to decide.

Dr. Huncke: If you don't get down to basics, whatever we
do here today will be lost in another two or three years. We
are in a dynamic field. I don't know what might be done in de-
tailed treatment for disease five years from now, whether you
are talking about hips, knees, hands, or whatever, and if you
try to go into more accurate content in all sorts of details- -
you should know this about the pathology of the knee or that
about the pathology of the hand, or ten different ways to treat
the hip--it might be fine for 1971 and maybe the first half of
1972.

Dr. Ruder: Yes, I think that's sort of half on and half
off. One thing that ought to be recognized is that any training
objectives drawn up now will have to be revised periodically.

I
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Dr. Huncke: Well then we have to decide what is minimal
competence, what is absolutely essential.

Dr. Swanson: Then it comes right down to the basic physiology
and the basic sciences and the applicaticn of these. The human
body and its responses are not going to change very much.

Dr. Ryder: Could I suggest, then, a very broad objective for
these training programs which might go something like this: at
the end of the training period the resident will be able to give
effective medical care for people with musculo-skeletal problems.
It's a broad, general objective, but it means that he is not going
to run the electronic microscope. It does not mean that he is
going to be able to do every exotic procedure invented, but I
hope it might imply somewhere or other that he is going to
be able to continue to learn when he finishes hii residency.

Mr. Monahan: We might go another step further then and define
what effective care is, saying that what you state in this document
does, indeed, constitute effective care.

pr. Swanson: I think we can go back to that definition of
Dr. Ryder's. Orthopaedic surgery is the medical specialty that
includes the investigation, preservation, and restoration and
development of the form and function of extremities, spine and
associated structures by medical, surgical and physical methods.
This is essentially what we are trying to do.

Dr. Ryder: Except that I wonder if the objectives of the train-
ing program really stress the investigation part.

Miss McGuire: This task force will not tell anyone how to
evaluate a resident's ability, nor how to accomplish the education
for it. All we say is what ought to have been accomplished dur-
ing the program.

Dr. Brower: Then you will have to decide what you are going
to write, either a curriculum or objectives.

Dr. Swanson: I think Dr. Ryder's earlier statement is that
what we have done is to make a scope statement of what a resident
has to know. The next step would be to decide from this scope
what we are going to get.

c
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Dr. Ryder: vie have fully stated the scope in this broad
objective of the rebidency program.

Dr. Swanson: Now the objective is we want a practicing,
orthopaedic surgeon who will make contributions in hi3 field to
the patients, and to the specialty, and to society according
to his ability.

Miss McGuire: What I heard Dr. Ryder saying is that in
defining the Essential Components, we would put the stress on
health care delivery.

Dr. Ryder: Right. We are trying to make an orthopaedic sur-
geon, not an orthopaedic scientist nor an orthopaedic teacher,
while we might hope that some of them do follow these paths. But
our objective is, mainly, to produce a Doctor.

Mr. Monahan: And as a contribution to that process, we are
taking the initial step of setting down general objectives,
leaving to the specific schools the general content development
and a determination of instructional strate'ies or techniques.

Dr. Brower: Well as far as I can see, we are still running
around the point. and I would like the point offered. I have
been on a curriculum committee in a medical school for six months,
and I hive come to the shocking conclusion that there is no such
thing as a curriculum in a medical school: no one can tell you
what is taught in a medical school. They can give you the block
times and the guy who's in charge. And I want to know--are we
going to prepare ah essential curriculum or are we preparing in-
structional objectives which are measurable. That's all I want
to know.

Miss McGuire: It seems to me that what we are doing is de-
fining the instructional objectives in two fashions: Pine fashion
is what behavior an individual should demonstrate and, secondly,
what content he is going to apply or demonstrate knowledge of.

2C 0



Analysis of Individual Components

Mr. Monahan: As we begin this discussion of the proposed
compoents, will you consider the question of content specifica-
tion to the end that we can prevent fLequent revisions of this
statement; for example, we don't want to require that a resident
be able to demonstrate five methods of nailing a hip and find
that in a few years only two or three are acceptable.

Dr. Winter: Or do you get around that by saying that he
must use the method most prevalent, because there are so many
areas where no method is official.

(First component taken up was Dr. Ryder's paper on
Chil,:tren's Orthopaedics).

Dr. Swanson: Can you summarize this, Dr. Ryder, as you
developed it? Explain the worcas, for example, what you mean by
"cognitive domain," etc., how you understand them as an ortho-
paedic surgeon.

Dr. Ryder: Oh, I would think that the "cognitive domain"
in orthopaedic surgery has been those things which we do out
of our intellect; knowledge, application, a synthesis, these are
the categories of the "cognitive domain" as prepared by Bloo*.
The "psychomotor domain", uich in the educational world is vir-
tually unexplored, is pretty obvious to us because we do deal in
the psychomotor skills area. The affective domain**, I suppose,
is the area of feelings, having such categories as accepting, re-
ceiving, etc. Matters in the affective domain are what we are
talking about in the category of attitudes.

Dr. EdhOm: I think it would be good if all these compon-
ents could be cast in this terminology, bu,. I don't know how
ea$y or how difficult it would be.

Dr. Ryder: `ell, one problem I had in doing this was the
problem of the category of expertise, which is a nice term com-
ing from this Hiss Internal Medicine outline. In trying to

*Benjamin S. Bloom, et al., A Taxonomy of Educational Objectives:
I, The Cognitive Domain; New York: Longman, Green & Co., 1956.

**David Krathwohl, et. al, A Taxonomy of Educational Objectives:
II The Affective Domain: New York: David McKay Co., Inc., 1956.



solve this problem, I came out with such things as, "he will inde-
pendently," or "in consultation and collaboration with other in-

s dividuals, he will . . .," and "as a member of a team he will
.. " And I think that these categories of expertise do add

quite a dimension to the scope. So if we can use, first of all,
the general structure of the objectives without being compulsively
Magerian about the criterie, on conditions, and add to it con-
cept or levels of expertise, I think we have the structure into
which we ought to try to cast all of these things.

Dr. Swanson: I agree with you.

Dr. Huncke: Another category, one that Parks used in his
paper on trauma, is "Recognize and Manage." I think Dr. Parks'
description takes into consideration how we all really practice.
And I think we have to take into account patterns of practice.

DL. Ryder: Right. %e could never ever come to the point
where we have a document that covers every possible situation that
could arise to the graduate of an orthopaedic training program,
which brings us back to the scope and the term, "minimal compe-
tence."

Dr. Huncke: But I really hate to use the word "minimal,"
it sort of grates on me to think of doing anything minimally.

Miss McGuire: That's why, I think, perhaps the term "Essen-
tial Components" is better. It suggests that this is what every
body, who is adequate, has.

Dr. Swanson: What about using the word "competent" instead
of "adequate."

(Everyone agrees)

Miss McGuire: Veil it would be great if we could agree this
quickly on a format.

Dr. Swanson: Well let's hear some dissenters, we have heard
too many assenters.

Dr. Brower: I, personally, can't yet apply it to my little
paper on fractures, so I would like to present what I have, and
you can either shoot me down or support it. I assumed that the
gross management of trauma was covered in Dr. Parks' paper and
what I was assigned was the specific fracture. This section is

I



designed to offer the resident some concise objectives for frac-
ture management, at the same time allow a degree of measurement
of the proficiency the man has accomplished at the end of his
training. We started out with simple fractures of the hand:"The
resident must treat a fracture of the neck of the fifth metacarpal
with 45 degrees angulation. The treatment is to be observed by
qualified supervisors from initial workup to reduction in fixation
and final result. The resident must use the method most preva-
lent in his area and list and describe two alternative measures.
He must be able to list two complications in the result of treat-
ment." Now, is that too specific?

Dr. Swanson: I think, if you left off the degrees of angula-
tion, that would be fine.

Dr. Brower: I agree with that.

Dr. Ruder: Well it seems to me, Tom, that it comes out as
an evaluative statement.

Dr. Brower: Yes, it does.

Dr. R der: And all it needs is the re-statement as an objec-
tive and not as a test.

Dr. Swanson: The objective here is to get a functioning
hand that is not stiff, which will have good grasp with strength,
right?

Dr. Rvder: But that's not the teaching objective, Al,
that's the objective of a treatment.

Miss McGuire: Is the thing that we need here, such as, the
resident will be able to treat effectively and obtain a functional
result of the neck of the metacarpal, and he must recognize alter-
nate methods of doing so, and must recognize at least two major
complications that might arise?

Dr. Brower: Our difference takes me back to what I was dis-
cussing with Al before, in using the sports analogy. Do you want
to know if this resident is a .325 ball hitter, or if he has just
the capacity of hitting the ball?

Dr. Edhoim: Or to change it this way, say the resident will
treat a fracture of the fifth metacarpal in such a way that nor-
mal function is restored. Then if you want to go on to Gronlund's
idea and write sub-objectives beneath that, say he will recognize
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the complicating factors, or be able to state the complicating
factors, then your objective in the orthopaedic program directs
you to the fact that he is at least going to be able to treat,
or have experience in treating, a fracture of the fifth metacar-
pal. And some where along the line you will find out and know
if he can handle the bad ones.

Dr. Brower: tell I can't see much difference from handing
him a book, saying just read books on fractures. I want to know
how he can perform, and the only way I can measure that is to
have some supervisor see him do it.

Miss McGuire: But I thought that we had agreed that we were
not going to worry, at this point, about either how you teach it
or how you test it. re are simply going to say what we expect of
him when he is through and what you expect of him is that he can
diagnose and manage effectively this particular fracture.

Dr. Brower: If I were to take each fracture in the human
body and write it out like this, I world be writing a book.

Dr. Swanson: In this area of fractures, you first of all
have to know the concept of treatment and then go to the big
shank of what you are going to dc) and then to the pitfalls, and
one of the pitfalls is a Bennett fracture in the area of fractures.

Dr. Brower: That's what I was trying to do. In sitting down
and looking at the tpper extremities, I tried to think of the pit-
falls in these fractures, and if a guy can work his way through
them, we must assume that he can handle the others. Isn't that
what you are after, Al?

Dr. Swanson: Exactly.

Dr. Brower: All right, that's why I was picking up the hand.
The ones that I have had trouble with are 1) fracture of the fifth
metacarpal, 2) the oblique fracture of the proximal phalanx, and
3) the Bennett's. Now we could talk about all the others, the
crushed hand, etc., but I am not interested in that in this pic-
ture. That's the problem in massive injury. Then we go up the
forearm, I could talk about Colles fractures, the Piedmont frac-
ture, and a few others, and then go to the elbow. Now, do I
list them as specifics, or as Dr. Ryder did? Is that what you
are trying to tell me?

X04
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Dr. Winter: Are you defining a pitfall as one in which there
is no right, or very clear, way to do it?

Dr. Brower: Not necessarily. He's got to know one way of
getting out of it.

Dr. Winter: Fell I'm sure if we are going to get very far
beyond just a curriculum here, a guy has to know when he has ac-
hieved that goal.

Dr. Garrett: Are you defining fractures as those which only
an orthopaedist would deal with?

Dr. Brower: Basically, I am, yes.

Dr. Edholm: You might need a preamble. The orthopaedic sur-
geon is expected to treat all fractures of the upper extremities.
Item 1 - Objectives. Then go on from that point. Then you are
emphasizing the ones that are problems after that.

Mr. MAO: I think something that might clarify some of
this discussion is to go back and look at the purposes for creat-
ing this document and decide on some emphasis. For example, we
said, one use is by a chief to decide whether he is making provi-
sion in his program for a resident to learn certain things. Also,
for a resident to use as a score card in determining that he has
learned or had exposure to certain things, for Academy program
planning courses, etc., for Board exams, and for criteria of flex-
ible scheduling. Now if you are going to use it for Board exams,
you have to be very specific as Dr. Brower has been writing his
objectives. If you are just using it for residents and the
chiefs, to make determinations on whether or not the resident has
been exposed to certain things, you may not have to be so specific.
Is there any way we can decide what emphasis we want to put on
this, whether we should include at this point objectives from
which people can write exams, or objectives from which people can
organize a curriculum.

MISS McGuire: I would opt for the one which is mo3t directly
to the training chief and the resident. Even there, the training
chief has to go a step further and say how he is going to provide
such experience. Similarly, I would want the Board to take the
responsibility in going a step further and asking, how it is going
to test this. But let us simply, at this point, say what it is
he is to demonstrate.

b
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Dr. Winter: And with what degree of proficiency?

Miss McGuire: Right. Should he be able to recognize it and
should he even also be able to manage it. Should he be able to
manage it independently, or in consultation with others, or as
part of a team?

ETAByder: Would it be good, or tedious, at this point, to
sketch the cybernetic cycle of the educational process, because
we seem to be hitting into it at several different points where
we should be hitting it at ona point.

Miss McGuire: v,ell, I'll just draw the feedback cycle. (See
Figure I). If you are planning any educational program, you have
to start out with some set of objectives that define where it is
you want to get. Having defined those specific objectives, you
can thwn sav what kind of learning experiences - by the way, in
recent lingo the word "opportunity" is being substituted for
experiances.

Objectives

Evaluation
and Feedback

Learning
Experiences

Figure I.

From the same set of objectives you can then develop a test or
evaluation materials to determine whether or not you have achieved
those objectives, and then where you find you haven't achieved the
objectives, you then have to make decisions as to whether you
should modify the objectives or the materials which are designed
to achieve them. And I think that what we are trying to do here
is to develop materials at the objective's level which can be used
by people to develop learning activities and materials.

fftt.11)
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Mx. Monahan: I v. uld like to add two other steps to that.
(See Figure II). I would like to add t;!st first step of aims,
which corresponds to the statement Dr. Ryder read earlier--the aim
of an orthopaedic residency. Then move to another set of objec-
tives, which are similar to Dr. Ryder's paper, which are general
objectives, then move to the step where Christine began--the
specific instructional objectives, which would parallel what
Dr. Brower has been outlining. And the question I see us faced
with is this: which of these two types of objectives will be
produced, or will it be a combination of them. This circle now,
as I have amended it, . is similar to Tyler's* three levels of
specificity in his curriculum development plans, the first being
a very general, broad aim, stating the intent to develop a com-
petency; the second level will specify what the competency is;
and a third level will specify those things which are needed to
be accomplished in order to achieve that competency.

Aim or Goal

General Objectives

Specific instructional
objectives

(1 j Learning
Experiences

k Evaluation
and Feedback -

Figure II.

Miss McGuire,: And I think we are shooting at that middle
level.

Dr. Ryder: Jim, can I add one more thing just by way of
orientation. The history of the Orthopaedic Training Study, of
which we are all now a part in this meeting, is quite entertain-
ing. The Orthopaedic Training Study entered this circle at the

*Ralph Tyler, Basic Principles of Curriculum and Instruction.
Chicago: University of Chicago Press. 1949.
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feedback point to evolve the new Board examination; it worked
backwards to help develop innovative methods of teaching, and then
the last step came all the way back to the objectives, where logi-
cally it should have started.

DIA_Brower: Where is the logical place to start the circle?
Does it matter, as long as you get around the circle?

Mt. Monahan: The place to begin in the circle is where the
people who are beginning are in their thinking.

Dr. Garrett: Back to Dr. Brower's problem. For all simple
fractures every orthopaedist should be able to diagnose, manage,
and follow through. Then when you get more complicated, say with
the vascular injury, he should manage it in conjunction with some-
body else. Because it is silly to just list the fractures as Dr.
Brower has been saying.

Dr. Huncke: This may get down to basic principles, then.
If you are talking about hands and the problem of edema, the real
critical thing--even if he is talking about a fifth metacarpal or
metacarpal dislocation--the important thing is that he recognizes
certain basic principles which include the problem of edema, the
patho-physiology, etc.

Dr. Ryder: If we can turn that into an objective we are in
business. We could say the resident will be able to discuss the
positioning and the application of dressings when the hand has
been injured and justify the treatment. Then you have an objective.

Dr. Huncke: And another aspect of this in hands, and particu-
larly orthopaedics, involves attitudes. We have to know what the
patient does for a living; you may manage his hip or his back or
his hand in one fashion, if he is an iron worker, and in another
fashion if he is a first violinist in a symphony orchestra.

Dr. Ryder: You could keep that in a cognitive domain and say,
given patients with hand injuries the resident will be able to
list the characteristics of the person.

Miss McGuire: He would adapt the treatment to the life
style of the patient.

Dr. Huncke: Or list principles of management which include -

;.,1,44G13
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Dr. Swanson: Which are common to all men and then the ap-
plication of--the end result will depend upon many factors.

Dr. Ryder: Identifying the individual characteristics of a
patient may require modification of the individual treatment.

Dr. Swanson: Basically, when we evaluate an impairment, we
are not concerned at any time with who that man is.

Dr. Huncke: Talking ju't physical disability.

Dr. Swanson: The impairment. And we start out in our treat-
ment with that same goal, treating the human being because he has
anatomy, wnich is common to all men, and physiology, which is more
or less common ai.long all men, and we have to know that as our
basis for being a physician.

Dr. Huncke: Of course that comes down '-o "treat effectively,"
I know, but you don't treat the impairment across the board the
same way.

Dr. Swanson: I agree that there are possibilities for imme-
diate reconstruction in trauma. To do the reconstruction when
you initially treat for trauma.

Dr. Edholm: But if you don't get them at that time But.
of course, we are talking about fractures, and I am bringing up
reconstructive problems, and that's different, I agree. And
maybe that statement is true with acute trauma.

Mr. Monahan: Do you think you are also talking about atti-
tudes here, and that we should make two statements? You may
make your statement about treating effectively, then in another
statement you state that effective treatment includes recogniz-
ing the individual's life style. This recognition is an attitu-
dinal element in treatment.

Dr. Swanson: Jim, I think you could say the functional re-
quirement of the patient--that would cover considerations of social
status, life style, etc.

Mr. Monahan: Then do you want to put that into the objective,
that he treat the patient considering his functional requirements?
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Dr. Edholm: If you wanted to write it later into the
affective domain, you could do that. But then you would
change the manner of evaluating it, too.

11E1,gyAltam: In the articles I have written on fractures,
I always say you treat the patient, the limb, and then the
impairment. That's the way you start out with the consideration
of the patient. Now when I went over this material again last
night, I was impressed enough to think that on my own--for my
situation--I would put all of this together in some sort of
booklet so that everybody on the staff and all of the residents
could look at it as well as myself without changing it at all.
Because there are different approaches that, I think, are
interesting--Charlie's approach, somebody else's approach--and
I am not saying that one is best. All that detail there in the
basic sciences was interesting, and I would shock the hell
out of some of my residents.

. Dr. Brower: What you are leading up to, Al, is what Mager*
is talking about as adult education. The content of a course
is usually kept a secret from the student. He is supposed to
figure it out some way. And the instructor may not even know!
So what you are saying is that you are going to get an outline
and tell a resident, "You are a grown man and this is what we
are going to try to accomplish in the next three years, and I
am going to try and help you, but when you think you are not
getting something, you come and tell me and we will try to
figure it out". And I think that's fantastic.

Dr. Ryder: It frees the instructor to become a resource.
The guy knows what is expected of him, and I am now a resource
for that information.

Dr. Swanson: Vhen a resident comes up to me and asks me
specifically for something, I often react--well, you can help
me get that to you.

*Robert Mager and K. M. Beach. Developing Vocational Instruc-
tion. Palo Alto, Calif.:Fearon Pub)ishers, 1967.
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Miss McGuire: Do we agree that we would like to see the
fractures paper somewhat recast in terms of format, employing
Dr. Garret's earlier suggestions about two different levels?

Dr. Garrett: I think another thing that could be stated
in there is that the resident should be able to treat all
fractures of the extremities and the spine, rather than all
fractures, so that some are excluded, such as the mandibles.

Dr. Winter: Once you have done that, tnen what is the
resident not expected to do in the realm of fractures? He is
not expected to provide specialty care of soft tissue compli-
cations, but he certainly has to provide recognition and what
ever first aid care is indicated.

Dr. Garrett: Once it is divided into simple fractures
without complications, and those complicated by other injuries
in the area of massive trauma.

Dr. Brower: That you are saying is what the guy did in
the paper on trauma, and that's why I am saying all I am
worried about is specific fractures. And when you get to
specific fractures, I have a hard time defending how he is
going to buck it some place else. The buck stops here.

Dr. Swanson: Exactly. In fractures the orthopaedist
has got to be able to taKe care of all.

Mr. Monahan: Well can someone give me an objective on
this point?

Dr. Swanson: I think Bill just told yoL.

Miss McGuire: He will be able to recognize, treat, and
manage all fractures of the spine and extremities --

Dr. Swanson: And associated structures which include
the gridle, shoulder and pelvis.

Dr. Huncke: Does this mean you do not expect him to
recognize or evaluate patients with head fractures?

I
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Dr. Edholm: thy don't we say all fractures of the
skeletal system excludinj the head.

Dr. Swanson: But the definition of a thing should be
positively stated.

Dr. Brower: You should be telling him what he does do
rather than what he does not do.

Dr. Swanson: I don't like excluding the head.

Dr. Edtolm: I don't know that there are any orthopae-
dist who do work on the head, there ignt be some.

Dr. Swanson: But you can say the same thing by saying
extremities, spine and associated structures. But you are
not talking about any other kind of injury or abnormalities,
you are simply talking about factors here.

Dr.iluncke: 1E111 if he is an orthopaedic surgeon and
a doctor he's got to know something about the head and the
face. If. he gets a guy from an auto wreck with a floating
maxilla, he damn well better know a little bit about that.

Dr. Edholm: If c:e're going to have another set of ob-
jectives that are trauma, then Brian's point should be
brought up there. And just leave these as objectives for
the fracture section.

Dr. Swanson: tell there are certain people in ortho-
paedics who want to work on the mandibles and you certainly
can't exclude them. LI' you say associated structures, the
next question is what does that mean? So you say well the
mandible is indirectly associated with the spine. So by
using associated structures you are not really ruling that
guy out.

Dr. Huncke: Are ue getting hurry up perhaps because we
may be getting into curriculum rather than objectives. If
we are talking about orthopaedic training can we or can we
not validly assume that there are certain things the person
is coming to us with. Shall we define what basic competence
we are assuming in the individual before he gets to us. We
should assume that he knows something about circulating
blood volume and airways, and, now, we focus ourselves on
factors of the musculoskeletal system.

C
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Dr. Edholm: t.e've got the broad heading of trauma, ane
there we can say that we expect the resident to know these
things ahead of time and stick with just objectives regarding
fractures here. And I think it is easier to state what the
undergraduate should have learned after we decide what ye
want to teach him in the residency.

Dr. Ryder: I:. this a sensible dichotomy? Should we be
separating fractures and trauma?

Dr. Huncke: For it to be manageable, yes.

Dr. Ryder: Vell, hat I was thinking about in trauma
would be an objective that states that the resident would be
able to provide emergency care.

Dr. Brower: That's what this guy put down on the trauma
paper.

Dr. Ryder: All right, that would be the No. 1 thin;,
No. 2, would specify musculoskeletal injuries. They would
all be under trauma, but it would not imply non-orthopaedic
treatment.

Dr. Swanson: One of the things I think we have to be
careful about--and not many people are possibly aware of it--
that musculoskeletal system is not what we do. We are not
treating a system, we are treating a region.

Dr. Brower: Do you want to say anything within six
inches of a bone?

pr. Swanson: I have always objected to musculoskeletal
system as I have objected to bone and joint as a definition.
But most people do use the "musculoskeletal system". They
,.now what they are talking about when they use it, but they
are not talking about the musculoskeletal system, they are
talking about the skin envelop, nerves, arteries, veins.
When you say spine, extremities and associated structures,
you are safe. You don't have to treat the arteries, you
don't have to treat the veins, but might have to.

Dr. Brower: Fell your point is well taken. One uni-
versity I was in had a very strong attitude that a resident
should never swing a skin flap, and my attitude is that the
vast majority of orthopaedic surgeons are doing to be doing
thatt therefore, a resident should be exposed to that in
his residency program.

2 13
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Dr. Swanson: Should we go back to that statement about
excluding the head and being more positive in the objective?

Dr. cdholm: And I will stick with that. We are writing
objectives here about fractures. We are not talking about
objectives for ''tauma. Excluding these head injuries from
the fracture section does not preclude the resident's need to
know about them. It would be stated in the trauma section.
He would find his need to know it stated there, and there he
would learn that for head injuries he must recognize, evalu-
ate, and refer.

Mr. Monahan: tell, is there anything more to say re-
garding fractures, or does the objective we have written here
constitute the fracture section?

pr. Swanson: Pell I still don't agree with that
objective. Fractures of the ribs should not be taken up by
orthopaedic surgeons. A fracture of a sternum, etc., should
be taken care of by a thoracic surgeon. when you say, spine
and associated structures, yot allow yourself an out. We,
obviously, are not going to be treating the head unless we
are forced to. Excluding the head is a negative approach
to making a definition. we can make the definition but allow
it to be broad enough in certain areas so that if someone
wanted to include the head, he could. But associated struc-
tures, you see, is the clue.

Dr. Idholm: I don't think that's what we are saying
the orthopaedist is going to be doing in his practice.

Miss McGuire: I think there are two different things
we are arguing. One, what a resident should be able to
recognize, evaluate la manage; then there are other things
which we only expect him to recognize and evaluate and ask
for help. So that's one issue. The other issue is, how
do we defeine what this area or region is?

Dr. Swanson: nut I say that I am an American, I don't
say that I am not a Frenchman.

Miss McGuire: Well I think you're saying more than
that. You are saying there are certain specific structures
for which he is very much responsible--his prime responsi-
bility. There are other structures which you do not include
as part of the basic essentials of competence.

S
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Dr. Swanson: Let the man who will derive the curricu-
lum say that the head is not part: of the spine. Don't put
yourself ort the spot.

Dr. Garrett: Maybe, Dr. Brower, you didn't include
trauma in your paper but the trauma paper does include
fractures.

Dr. Ryder: Right. We have a lot of overlapping.

Dr. Garrett: And it seems to me that he has covered
what we have beer discussing. Head injuries should go
ahead of simple fractures.

Miss McGuire: So in one of these we want to have the
statement of recognizing priorities in multiple injuries.
But you are quite right on this trauma one, for example.
For the cardio-pulmonary system, Dr. Parks indicates certain
things he should be able to manage on an emergency basis
only, and certain things not at all, and others, definitively.

Dr. Garrett: Well in his section, which is 1B, he's
got the whole concept of fracture treatment as we are trying
to list it right now.

Dr. Edholm: Except without Dr. Brower's concern about
knowing how to do it or whether he can do it.

Dr. Garrett: Yes, but the whole thing has to be trans-
lated into these other terms.

Dr. Swanson: Well, again, all trauma of the murculo-
skeletal system. The maxilla mandible--it is part of the
musculoskeletal system.

Miss McGuire: But he is saying eme::gency treatment of
the musculoskeletal system. Then when he gets over in
recognize and manage. he is separating emergency from defini-
tive, etc.

Dr. Ryder: It would be very helpful to us if we define
these levels of expertise. How about these definitions in
the Hiss/Vanselow outlines? Are these acceptable? These
are in Objectives of Internal MOicine residency.

L.!
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Miss McGuire: It seems as though we have two things,
now, wandering around here. One, who it is we are talking
about: the general physician or the fellow orthopaedic
surgeon at the end of his residency, including the general
medical principles that he ought to be able to apply and
utilize. That's the gly I thought we were talking about- -
the orthopaedic surgeon and what every orthopaedic surgeon
ought to be able to do. What he ought to be able to do
includes some things which are not unique to orthopaedic
surgery. Two, at what level ought he to be able to do them.
That's what Charlie is suggesting, looking at the internal
medicine criteria. There were three levels suggested there.
One is being able to carry out all phases of medical diag-
nosis and management without consultation in virtually all
cah,3s. Two is using consultations but remaining the prin-
cipal physician. Three is recognizing the condition and
knowing that it one in which he does not remain the
ultimate physician and transfers the patient to someone
else.

Dr. Edholm: We can translate these categories directly
into orthopaedic terms. We should not be saying that there
are things that we are training a resident just to be famil-
iar with and refer to others. This is not a recognized
concept yet, although five years from now it may be. What
we should be saying is that he may need consultation, and
he may refer the patient later on, but he ought to know what
to do for them.

Dr. Huncke: In terms of format, we have the one that
Charley used in terms of cognitive, affective, and psycho-
motor domains and the one Al Swanson took with levels of
competency and some aspects of orthopaedic training.
Regarding, fractures we are not going to have, or perhaps
be concerned with, levels of competency, because the ortho-
paedist is going to be the end point. Reconstructive hand
surgery is a different kettle of fish entirely.

Dr. EdhoIm: Well, again, as far as writing these
objectives for a program,while you or I as an individual
may not do the reconstructive work, a resident must be
exposed to it. He must still be expected to be responsible
for knowing how to do it.

Dr. Brower: I am not arguing that at all. All I am
after is fractures. That was my assignment, not orthopaedic
training.
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Miss McGuire: Then in certain areas, all we have is
one level.

(A discussion followed regarding the practice of
calling in neurosurgeons on certain fractures,
such as, of the neck, or other consultants in,
say, a wrist fracture).

Miss McGuire: V311 then do you want to make categories
of fractures that describe these different relations:
certain kinds that he treats independently and certain
types, or other associated injuries, he treats in colla-
boration with appropriate specialists outside the field
of orthopaedics. Then there are certain things he refers
to the super-specialist.

Dr. Edholm: Are we going to, for example, be train-
ing residents so that when they go out we say, "now when
you see an osteosarcoma, I am teaching you not to treat
that; you recognize what it is, and you know what ought
to be done, but you are to refer it"?

Dr. Brower: No, but you are saying that there are
regional specialists who are going to take away my practice.
That is what is occurring in practice today; there are
super-specialists, who are acting almo3t regionally. The
total hip procedure is a regional thing and in two years
every Tom, Dick and Harry is going to be doing it. And
that's why, when we talk about referrals to specialists
of osteosarcoma cases, I tell them "This is the way I
treat it, and this is the way you approach the problem.
If you are not capable of proceeding this way, I advise
you not to do it then".

Dr. Edholm: I agree with that, but you write it
down as an objective among these objectives here.

Dr. Brower: Dr. Winters did it. He did it beauti-
fully in his paper on Adult reconstruction. He said to
know how it is optimally treated". And if you cannot
do it so, then refer it.

C
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Dr. Ryder: Then you would say, level one of expertise
is defined as follows: the resident i3 able to conduct a
complete evaluation and treatment independently. Level two
of expertise: the resident is able to recognize, evaluate
and treat in collaboration with. Level three: he is able
to recognize and provide (under any circumstances) emer-
gency treatment. Some other specialist will conduct the
final and definitive treatment.

Dr. Edholm:
of Level 1, 2 and
petent than Level

Should we call it Type 1, 2 and 3, instead
3? It implied that Level 1 is more con-
2.

(It is suggested that they be called "Categories".)

Dr. Brower: Then a summary for this discussion of
fractures would essentially be the outline under 1B of
trauma. No more specific than that.

Dr. Garrett: If you turn the fractures, dislocations,
etc., around, and state them in the terms that we are
trying to do, some of the pitfalls will come out as sub-
objectives, but in a more general manner.

Dr. Swanson: Nov we've got to talk about treatment
methods. If we are going to talk about objectives, the
objective is to get the bone in alignment and treat it
in such a way that it will heal without residuals. Well
what are your treatment methods for that?

Mr. Monahan: But wouldn't that topic be more appro-
priately left to the individual program?

Dr. Swanson: No, some program might treat everything
with an open reduction and some with a closed reduction,
but you have to, for example, do an open reduction on the
Piedmont fracture or you are an idiot.

Mr. Monahan: But does all that have to be said in
this document?

Dr. Edholm: No.

Dr. Winter: Not necessarily, because the methods of
treatment might change.

2.c. 8
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Dr. Garrett: What I was trying to say is that this paper is
a statement of the scope, and as we get around to turning it into
an educational statement, there will be room for generalities
about those principles.

Dr. Brower: Well I suddenly got lost again about the objec-
tive for this Task Force meeting. If you say it is to define the
scope, and we have done such, where comes the impetus for describ-
ing the objective?

Dr. Garrett: If you take this trauma paper, for exapl-,,
which states the scope, and translate it into objectives as Dr.
Ryder has done, then you will turn it into educational terms rather
than medical scope terms.

Dr. Swanson: Which is what we want to do.

Dr. Garrett: Which is what we want to do, but we haven't
started yet.

Dr. Huncke: In this aspect of education in general, we are
getting back to goals. Vhat we are talking about, I think, is the
education of orthopaedic surgeons. There are aspects, certainly,
of basic science--whatever that bappens to be--that apply, but if
you are going to expend effort in training people, you probably
ought to limit yourself to just that. Now if you are training ten
residents and one of tnem wants to go on to do electron microscopy
of cartilage, and one of teem wants to go on to be a teacher, fine.
The real task of the American Board of Orthopaedic Surgeons is to
evaluate people who are going out to treat people, and our focus
should be very clinical. But we cannot divorce a lot of other
things from the training, but spending a lot of time, for example,
on pathology, has to be looked at very critically; how much pathol-
ogy do I have to know to treat a Colles fracture adequately? (As

loaded as the word adequately might be), how much of this applies
to the delivery of health service in the community without cutting
it off entirely?

Dr. Edaolm; Cell, I think that what Dr. Ryder said would
elp solve that problem. That we separate this into two general
areas, and we should prescribe the order in which they are pre-
sented, the more basic being presented first, and a separate cate-
gory in which I think it is necessary to point out how the basics
must be tied into management and understanding of a specific condi-
tion.
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Dr. Huncke: In '-erms of our task now, it comes down to a com-
bination of what Swanson and Ryder did - the domains and the cate-
gories of expertiae. Making some assumptions which may or may not
be valid concerning the basic aspects of healing.

Dr. Swanson: Somewhere along the line you've got to be arbitrary
and say this is our first category, this is our next category, with
a little gray area in between.

(A general discu3sion followed regarding whether or not the
whole group should assume the task of categorizing and
evaluating these separate components or whether or not the
individual who wrote the paper should have the responsibil-
ity of re-doing some of it; i.e., to categorize the content
according to the levels of competency. Because of the
various stages of each individual's understanding of the
terminology being used and the variety of value judgements
which have to be made, it was agreed that there would be
group attention given to all the papers with, perhaps, the
individual author making his suggestions first for feed-
back).

Dr. Ryder: Now we right just take one of these areas, say the
trauma-fracture problem right now, and settle it, decide whether
these are two areas or not, and then take our categories of compe-
tence*, one by one, and put the specific disorders into the appro-
priate category of competence, which is actually what certain of
us have done already.

Dr. Swanson: Well I'll make a challenge. I don't thonk that
you should talk in terms of just fractures. I think that you should
talk in terms of trauma to the parts which orthopaedic surgeons are
concerned with.

Dr. Ryder: Yes, Al, I agree with that. I think trauma is the
area of medical, orthopaedic surgery and fractures is a part of
trauma.

Dr. Swanson: And a large part of that is going to be fractures.

Mr. Monahan: Well then let's take up the paper on trauma and
go through it step by step.

*See Appendix I, p. 97.
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Defining Categories of Competence

(Per previous suggestions about individual approaches
to individual papers and the categorization of content,
a procedural di3cussion ensued. It was then suggested
that individuals take their individual papers and work
on a categorization for the rest of the afternoon, to
return again in the evening and present their conclusions.)

Dr. Brower: I would like to have an example of the task we
will be doing this afternoon. Take a fracture, and show me how it
would be approached. Take a Colles fracture.

Dr. Edholm: That would be a Category I. You'd expect him to
know everything about management.

Dr. Swanson: We spent some time going over group categories
in this hand paper that we put out. On page 3, a Colles fracture
under this categorization would V'e Group II.

Dr. Edholm: But you're talking about the physician. You are
saying the physician in Group I can do all of this, or the physician
in Group II can do all of this. Ue;re saying that this disorder is
in a particular level of competency.

Dr. Ryder: To me all fractures, open and closed, should be
Category I disorders to be managed. Every graduate of a training
program should be able to handle all fractures, open or closed.

Dr. Swanson: In regard to the hand--we looked at this from
society's point of view, from the hospital administrator's point
of view. And we also trained some surgeons to do fracture work,
which is why we had a Group I. So we made ourselves a Group II.
which is what every Board-certified orthopaedist would be.

Dr. Ryder: Well as Curt pointed out, you classified people,
and here, we are classifying levels of competence in one person.
We have said it many times, that we all function at different
levels of competence in different areas of our work. We expect
the resident, at graduation from a program, to be at different
levels of competency. So we could lump all fractures, all major
ligament injuries, all major tendon injuries in the area of trauma,
Anything else?

Dr. Swanson: We would leave out certain tendon work for
Group III.
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Dr. Edholm: Yes, I am not sure I'd put all of the tendons in
Group II.

Dr. Ryder: All joint injuries, would you agree?

Dr. Swanson: All joint injuries and all fractures should
come under the care of the average orthopaedist.

Dr. Ryder: So all fractures and joint injuries are Category I.

Dr. Edholm: Does that include all ligamentous joint injuries?

Dr. Swanson: I would put the complicated knee in Category III.

Dr. Edholm: If we are going to be turning ovt orthopaedists
who should be handling these, they won't be sending them all to a
specialist.

Dr. Swanson: No, but I would like to think that a resident
who has just finished my training program and got the triad, would
call me for help, and not go running in there to put it together
on some important athlete.

Dr. Garrett: Could we separate out athletic injuries?

Dr. Brower: Athletes don't get injured any different than
anybody else.

Dr. Swanson: There are people who are specializing in
athletic injuries.

Dr. Edholm: But do we want to say that? Do we want to be
turning out residents specializing in athletic injuries? What you
did in your Category I we are going to do with Hand, Scoliotic--
I'll ignore the tumor thing because that is probably separate.

Dr. Swanson: Do you mean to tell me you think everyone should
be able to do Scoliosis?

pr. Edholm: We have two categories, though. You're talking
about a third category where everyone has to get rid of a case,

Dr. Swanson: But he doesn't have to get rid of
asking for a minimal competence. In other words, I
could train my residents in the period of time they
to take care of a triad knee on his own.

4r)10-%
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Dr. Winter: Because of the complexity of the task?

Dr. Swanson: Right.

Dr. Edholm: Because he's,not going to see enough of them?

Dr. Swanson: Right.

Dr. Edholm: Then you're also saying that by the time he's
finished being trained, nothing that he has ever done will he ever
become competent to do.

Miss McGuire: No, it's the other way around. When he finishes
his residency, we're saying he should be at least this competent.
Now later, he may become more competent in these areas, or some of
your residents may already be competent in the areas we are put-
ting in Category III, but it does not belong in Category I, because
you do not expect every resident, at completion of training, to be
able to manage it alone. So, in Category I we are going to put only
those things which we expect every resident to be completely compe-
tent to handle by himself at the end of residency.

Dr. Ryder: That is by our definition of Category I.

Miss McGuire: Right, that is our definition of Category I.

Dr. Ryder: when you start to pinpoint these disorders,
it does get a bit hairy, and Al's point is absolutely very good.

Dr. Brower: And if you push Al's point--and it's one that every
man has to live with--push it to the end where I wonder if I should
do anything with any patient when there is another physician more
competent than I.

Dr. Edholm: Or should I improvise when I have never done a
thing before--if there is a new procedure prescribed, and I have
never seen one or never done one, but I could feel competent in
doing it. We all do that, and I am sure the resident in his
first year is going to be faced with that problem.

Dr. Olson: Aren't we mixing two different things here? Ve
are mixing the mature, independent, if you will, with the man who
is in training, where the ultimate responsibility for the patient
does not rest with him. So I wonder if we are not confusing the
issue by saying a resident should be able to do these things, which
is quite different from a man in his first year out.
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Dr. Ryder: The limit of our task is right here--the day the
guy graduates from residency--and we are merely specifying what
his competence is at that point.

Dr. Swanson: Plus the fact that we don't want to state that
this is a legal thing.

Dr. Ryder: That's a pitfall of this whole approach, but we
can't be defeated by that either.

Miss McGuire: Ve are saying at least he should be able to do
this, not at most.

mor, Ryder: Again, recognizing that some will be able to do a
great deal more.

Dr. Brower:
that he should be
with the possible

So in Category I, we are talking about the fact
able to handle all joint injuries and fractures,
exception of complicated knee injuries.

Dr. Winter: We could say with the exception of those we put
in Category II.

Dr. Ryder: It might help us now if we could think of some
items from trauma we could put in Category III, and give us the
outer limits of this thing.

Dr. Garrett: No we're mixing up two things here. In one
category we're saying that he should refer it to somebody outside
his category of specialty, and in another, we say he needs help
from some sort of mentor.

Dr. Ryder: Category II means "with help," and I will take a
gross example here. Treating a Colles fracture should be Category
I. Category III procedure would be an open chest injury, he can
identify it, and provide immediate care, but he is not the treat-
ing doctor for that particular class of trauma.

Dr. Swanson: That's outside of his specialty.

Dr. Ryder: I think our Category III needs re-definition
here. Category III, the way we're using it now, means not ortho-
paedic conditions.

Dr. Swanson: If you want to stick with the knee, Category III
would be the reconstructive surgery of Joe Namath's knee. Are we

I
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going to have a fourth category? Category III, being the area in
which he refers to a specialist within orthopaedics. And Category
IV is the ability to recognize, assess the severity of, and refer
to someone outside the specialty of orthopaedics. vnat I would do
with that is put down open chest injury as Category I, what I can
diagnose, etc., but I don't bother with it.

Dr. Edholm: But that's not all of Category I.

Dr. '.inter: Our Category I is where he has the responsibility
from start to finish. Category II is where he possibly should
share that responsibility. Category III is when you breath eas-
ily and go home and have a drink.

Dr. Olson: We could define these categories briefly in this
manner: Category I is - recognize, treat and manage. Category II
would be recognize, treat, and manage in consultation with: and
Category III is merely -- recognize, provide emergency treatment
and refer to the appropriate specialists.

Dr. Ryder: My third category was expressed as "work as a mem-
ber of a total care team to identify orthopaedic aspects and find
treatment plans for patients with the following categorical dis-
orders: multiple system traumas, meningomyelocele, cerebral palsy,
juvenile arthritis," where the orthopaedist takes part in this but
does not take the meningomyelocele patient and treat him all along.

Dr. Edholm: The shared responsibility in Category II could
take the form of purely consultation or assisting in procedures,
as in the case of lateral possible dislocation, or it could be in
the form of a team approach as is myelodysplasia. Those are all
three types of sharing. Under treatment you would include just
emergency treatments when you recognize and may just want to splint
a part and have someone else take care of it, or close the sucking
wound with a bandage and call the chest surgeon.

Dr. Swanson: rhen you start to classify things you have to
know for whom you are classifying. Are you classifying it for
the Osteo Society, the medical specialty, tnat is, I think you
would have to group the diseases that are orthopaedic, then you
have to rule out the vascular injury, then you have to rule out
cnest problems, and stay with a list of orthopaedic problems.

Miss McGuire: Couldn't we begin, then, to lift out from the
area of trauma the things that belong in these three different
categories. We have given a lot of Instances.
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Dr. Huncke: Hasn't this been done by Dr. Parks?

Miss McGuire: All right, then, let's look at Dr. Parks'
"Curriculum for Orthopaedic Residents As Applied to Trauma," and
see if there is anything we disagree with here if we recast it in
this form.

Dr. Winter: Dr. Parks' first category here in this paper
belongs with what everyone should be able to do. Fractures, we
are agreed. Shall we make some exceptions for some hand surgery
and/or some spinal work?

Dr. Swanson: Well, the first thing you have to get rid of is
that niusculoskeletal term there.

Dr. Brower: Would you buy the loco-motor system?

Miss McGuire: Is what Dr. Parks has under his Roman I what
we are putting in Category III?*

Dr. Winters: With certain mentioned exceptions.

Miss McGuire: O.K., then, shall we get the exceptions down?
The exceptions under the category of Fractures are as follows:
I, skull and face; fractures associated with other spinal injuries
go in Category U.

Dr. Vinter: You are willing to say he should be okayed and
cleared on all spinal column injuries not complicated by insignifi-
cant spinal cord injuries?

Miss McGuire: So Category II is all spinal injuries not com-
plicated by spinal cord or--all fractures complicated by vascular
neurologic--

Dr. Huncke: Not complicated by other systems injuries.

Dr. Brower: Fell, if you have a peripheral nerve injury, do
you call a neuro-surgeon in to fix it?

Dr. Edholm: You may call him in for consultation though.

*The Categories I and III, as discussed in this day's work, will
be reversed so that the reference above to Dr. Parks' Roman I
being in Category III will eventually be Category I.

rfe,C
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Dr. Brower: Why?

Dr. Edholm: I usually do for legal protection, at least.

aL,Wintera; Well what do you expect your resident to be able
to do at the end of residency? Do you expect him, at least, to be
able to perform definitive peripheral nerve repair?

Dr. Brower: Well we see more peripheral nerve injury than
neuro-surgeons do.

Dr. Edholm: It certainly varies from place to place.

pr. Huncke: But you expect your resident to be able to suture
a peripheral nerve when he's through.

Dr. Edholm: Yes.

Dr. Winters: With the quality to match the man who is picky,
uses a loop?

Dr. Swanson: He should be able to do a standard suture of
a nerve.

Dr. Brower: Now, in all fractures, you're talking about Cate-
gory III, except Dr. Ryder's spinal cord injuries which i Cate-
gory II. Peripheral vascular, which is Category II.

Dr. Swanson: Why don't we say with complicated neuro-vascular
deficits. That allows you to take care of the simple ones, and
if you wari+' "-

Dr. Edholm: Putting it in Category II doesn't mean he can do
it. Vhat we mean is he is really going to be looking for some as-
sistance even if itts only an opinion.

Dr. Swanson: We want to he careful not to separate categoriz-
ing diseases.

Miss McGuire: We're just categorizing diseases for one type
of physician.

pr. Swanson: ruu riLDL auopds.ir...0 rafbrmin440..

categorize the disease and say that that number two physician

can handle this disease.

fr.)4?*7
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Dr. Ryder: No.

Dr. Huncke: Why try to categorize the residents who are
finishing their program at any sort of level. We're talking about
one level--the minimum acceptable to turn this guy loose on human-
ity, so we don't have categorization of physicians.

Dr. Swanson: Well then, they would be all Class II physicians.

Miss McGuire: We're saying what this Board-eligible guy ought
to be able to do with diseases, and we are throwing the diseases
into categories.

(A long interchange between members of the group followed
on the issue of the categorization of physicians and the
categorization of diseases. It was finally resolved and
agreed upon, that the task of this group was to deal with
one type of physician: the orthopaedic resident who has
just finished his training and is about to embark upon
practice. And in dealing with this cne type of physician,
the task of the group is to categorize the level of com-
petency he can be expected to have, i.e., those diseases
for which he is sufficiently skilled to assume complete
and sole management of; those diseases for which he has a
skill and knowledge but would probably need assistance
from another orthopaedist; and those diseases for which
he may be expected to provide emergency treatment only
and then refer to others outside of the specialty of
orthopaedics).

Miss McGuire: Have we now covered the fracture?

pg. Edholgis No, one more. What about that severe four-liga-
ment knee injury or certain types of hand fractures? What cate-
gory should those be in?

pr. Swanson: I would say that the dislocation of the proximal
interphalangeal joint with a palmer fragment is beyond the compe-
tence of the Group II physician.

Dr. Edholm: There must be others. Are we going to list them
all, or is there some way we can group them? Complicated hand
injury is a broad term. Chat's complicated for me might be simple
for you.
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Dr. Swanson: We've already said what it should be here in
hand. Can I rephrase the question? Take the a,,rage orthopaedic
resident. What hand injuries should he be able to handle all by
nimself without: any he'.p or consultation from anybody? What we
said was most 11,:nd trauma, straight forward elective cases, he
refers extensive trauma and major reconstructive and elective cases.

Dr. Ryder: We're hung up on this third category. Maybe we
need fourth one. Take osteosarcoma, for instance. The resi-
dent at the end of his training should be able to manage osteo-
sarcoma with help.

Dr. Edholm: Right. He should be able to do it. Whether he
wants to or not is another thing. Right now we're not talking
about whether he wants to.

Dr. Ryder: St osteosarcoma should be Class II. Well, II or
III. Let's see, the essence of Numb..r I is obvious, isn't it?
The c:uy can handle the whole thing. The essence of Number II is
a little less clear, but not too unclear. He can manage the
thing, and he probably will do it better if he has some help- -
is that the sort of thing? The essence of Number III has to do
with multiple system problems and extremely complex problems
in which he is going to b taking a part but not as the only
identifiable physician.

Dr. Edholm: If we are going to be using, as a guideline,
sample and then complex divisions for hand injuries, we are right
back to where we began, what is simple for one man is complex for
another.

Dr. Rvder: And what is the minimum level of competency this
man should have when he finishes his residency?

Dr. Edholm: We could go through every single injury of the
hand and decide whether it's simple or complex.

Dr. Brower: Do you think it would be easier to describe a
curriculum? I don't think so.

Dr. Edholm: Well, if we all agree that we can't solve the
thing, just say simple and complicated, and let Al work it out.
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Dr. Ruder: We're really hung up on only one thing, and that's
our third level of competence, because the other two we can identify
fairly well and easily peg things in.

Miss McGuire: Well, we've actually done pretty well in get-
ting our one, two, three levels on fractures, we could then plug
in here what's been done on hands. Pages up to 8 would all fall
in No. I, then the next pages following would all fall in No. II
or III, and with things on page 11, maybe, in the III group. Can
we do the dislocations, muscles, and tendons the same way?

Dr. Brower: Ligaments and tendons, I would say, but I don't
know of any dislocations that anyone sends anywhere else.

Miss McGuire: O.K., so all dislocations -

Dr. Edholm: Well, dislocations excluding the spine would be
Category I, some spine dislocations would be Category II.

Miss McGuire: Is there anyway that we can describe those
that will be -

Dr. Rvder: In general, spinal cord would be excluded.

Dr. Swanson: Irreducible dislocation is a problem.

Dr. Brower: Of the what?

Dr. Swanson: Of the spine, without neurological trauma..

Dr. Edholm: Most of 11-; use a team approach, I don't think any
of us manage it alone.

Dr. Brower: Of the lumbar dorsal spine?

Dr. Edholm: Yes. [We're talking about a lumbar dorsal dislo-
cation that doesn't necessarily have any neurological complications.
I think we can list it two ways. We can say irreducible disloca-
tion of the lumbar dorsal spine without neurological involvement
is a Category I, with neurological involvement is a Category II.

Miss McGuire: And all other dislocations are a I.

Dr. Edholm: Right.

Ke1:1:7:0
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Dr. Brower: Wait a minute, what about the cervical spine?

Dr. Edholm: Let's generalize, then, and make it spine.

Miss McGuire: All right, then, all dislocations of the spine
without neurological involvement are No. I.

Dr. Ruder: And, of course, we can assemble all fracture dis-
locations in I.

Miss McGuire: Now what about ligament injuries or has it
already been covered in these others?

Dr. Swanson: No, ligament injuries will be separate.

Dr. Vinter: Could we break away from those numbers entirely?

Dr. Edholm: What about using solo, share, and refer:

Miss McGuire: All dislocations will be "solo" except disloca-
tions of the spine involving neurological deficit, which will be
with help or a "share."

Dr. Brower: We also have to talk about dislocations which
have neurovascular problems.

(After a short discussion of cases illustrating problems,
it was finally concluded that the statement regarding
dislocations would be as follows: All dislocations would
be Category I, solo, with the exception of spine disloca-
tions with neurologic involvement and peripheral disloca-
tions with neurovascular involvement which are shared
responsibilities).

Dr. Swanson: Well now, the irreducible dislocation doesn't
have it yet, so we might add - with existing, or the threat of,
neurovascular complications.

Dr. Edholm: A dislocated hip has a threat of neurologic
involvement.

Dr. Swanson: But it's not irreducible.

Dr. Edholm: Correct, but it may be. Are we going to tell them,
if you get one of those you had better call somebody?

231
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Dr. Garrett: This is where we get off on that thing again.
When we have a category in which we say you dan't do it -

Dr. Swanson: We're not saying you can't do it.

(General comments from everyone with regard to the fact
that the category does not mean a person cannot manage
the case but that he may have to have some assistance in
accomplishing it).

Dr. Swanson: I think that in an irreducible fracture dis-
location of the hip, he might want some help.

Dr. Brower: But probably only physical.

Dr. Edholm: Well he ought to know what the problem is, and
he ought to know what to do about it, and he ought to be able
to do it providing he can get enough strong backs and arms to
help him. He shouldn't have to call in another orthopaedist. He
ought to be able to handle it until there is neurological involve-
ment.

Miss McGuire: Now can we dispose of ligament injuries in the
same way?

Dr. Swanson: No, there are simple, and complicated multiple.

Dr. winter: Are there other exceptions, say, hand and knee,
or ankle. Is the technical repair of ankle ligaments--I see no
problem in the mechanics of doing a medial collateral ligament
repair. It is not unduly difficult, but doing a three or four
ligament repair --

(There ensued then a brief interchange about the technical
aspects of such repair).

Dr. Brower: So, multiple ligament injuries to the knee
would be a "share."

Dr. Huncke: Some of the old chronic ligament injuries--

Dr. Ryder: But that's not in trauma.
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Dr. Swanson: And I would say, in the hand there are certain
ones like the ulnar collateral ligament of the thumb can be taken
care of by a first-year man out of residency.

Dr. Ryder: I'd buy that one, but I wonder a little bit
about the knee one.

(After a brief interchange it seemed to be the agreement
that significant ligamentus injuries of the hand would be
a 'shared" responsibility).

Dr. Brower: Now I would agree that tendon injuries is a
no-man's land.

Dr. Swanson: The extensor tendons over finger joints are
problems. Those are the ones you send to your worst enemy.

Dr. Edholm: But those patients aren't going to go 100 miles
away. The first-year man is going to have to be able to handle
it in some way.

Dr. Swanson: In hand surgery, you are better off putting
him in a splint and sending him.

Dr. Brower: I think what you are talking about here is level
of competence and judgment and its going to have to adjust locally.
If a guy had an injury to his eyeball, he would go across the
state. And I really believe that a patient should go 100 miles
away, I can twist hi, arm to get him there.

(A di;cusslon followed regarding the patterns of practice
and the tendencies toward group practice which would make
available assistance and help among orthopaedists).

Miss McGuire: Now I got lost. What was the decision on
tendon injuries?

Dr. Brower: Category I, all tendon injuries except those in
no-man's land.

Dr. Ruder: That's the hand.

Dr. Brower: Yes, everybody knows no-man's land.

Dr. Ruder: And those are all "shared."
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Dr. Garrett: By putting this "share" on the middle cate-
gory we are asking for all kinds of wrong interpretations, and
if we could label it not to ,)e accounted for, or something, we
won't get into any legal implications one way or the other, and
we won't get into hassles over it. He is not required to know
this in order to be a full-fledged orthopaedist at this point in
time.

Dr. Swanson: In trauma, that would be flexor and extensor
tendons over joints.

Dr. Winter: And what you are saying i., you don't expect
him to do definitive repair of those?

Dr. Swanson: Those in the hand.

Dr. Garrett: I think we should really use the phrase "not
accountable for."

Miss McGuire: I think I like the phrase, "not accountable
for the definitive care."

Mr. Monahan: Let's consider this resident who has now
finished his residency. Are you going to require that he has
certain knowledge of these things, or not?

Dr. Edholm: I thought we said that in Category I he must
have sufficient knowledge to assume complete responsibility
for, diagnosis and management of -

Mr. Monahan: So in Category II he also has to have a cer-
tain amount of knowledge.

Dr. Huncke: He could manage it but the fact that he might
want to share it is not going to be a no-no.

Dr. Edholm: He must have sufficient knowledge in Category
II to partly manage, but may need consultation or a team approach.

Dr. Swanson: I think we must remember why we are asking
this of him. We are now in the test situation, it is -simply
so he can pass the Board, aren't we?
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Pr. Huncke: Aren't we saying that the community can reason-
ably expect this orthopaedist to take care, completely, of this
disorder, but no one should be surprised if in other categories
he may share responsibilities?

Dr. Swanson: Anc' we are interpreting it for the community.

Dr. Ryder: Let me read these two things, together, instead
of trying to rearticulate them. Solo would come out like this:
the orthopaedist would independently, accurately evaluate pa-
tients, establish a proper diagnosis, devise a treatment plan and,
as leader of the operative team, perform the procedures. Shared
is - in consultation or collaboration with one or more physicians,
establish the diagnosis, identify those patients who need ortho-
paedic management, define a treatment plan and, in association
with one or more experienced orthopaedists or surgeon from another
discipline, as appropriate, perform the procedure.

Dr. Garrett: Well the problem here is that we get off on
the negative side of that, and we are taking it to mean that he
may not do that. But some residents may be able to do this
Category II.

Dr. Ryder: Exactly.

Dr. Edholm: But we also know that there
which are impossible to put into Category I.
dy.plasia, for example, and ever put it up in

Dr. Swanson: What do you mean by that?

are certain diagnoses
You can't take myelo-
Category I.

Dr. Edholm: You can't manage myelodysplasia without a
urologist.

Dr. Ryder: So he most work in collaboration with one or more
physicians, as appropriate.

Dr. Swanson: Now we need something for a Category III.

Dr. Ryder: Well my III was - work as a member of the total
care team to identify orthopaedic aspects.

Dr. Swanson: Well thi1 is still the category of orthopaedics.
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Dr. Ryder: Yes, it's to identify patients who have ortho-
paedic symptoms and not orthopaedic diseases, in getting them to
the right guys.

Dr. Huncke: Categories I and II are pretty much treatment
categories where III is a diagnostic category.

Dr. Ryder: And so far we haven't hit anything which is a
Category III.

Miss McGuire: That's because we have been working on trauma.

Dr. tonter: Is there anything objectionable on the rest of
this first page on trauma?

(There isn't any negative response to Dr. M'inter's
question).

Mr. Monahan: Now that we have done some work on trauma,
using the categories that we have finally settled upon, let's
break into small groups and take your own and/or another indi-
vidual paper and do the same thing that we have been doing as
a large group with the trauma paper.

(At this time small group assignments were discussed.
Individuals selected to meet together with the various
components submitted by other authors. A discussion
proceeded on the procedure to be used in completing
these tasks in small groups).

Dr. Winter: The question on knowledge - what do we do about
basic sciences in regard to the categories. Can we just say
what we expect them to know and demonstrate knowledge of -

(Reference is made to an itemized list of pathology on
the blackboard).

Dr. Ryder: Yes, there are a whole lot of these areas, such
as, fluid balance. It is no use for everyone to write fluid
balance under trauma, pediatrics, adult, etc., I have a feeling
that's tomorrow's woTk.

pr. Edholm: Should we have a category, such as, basic
patient-management?

C
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Dr. Ryder: Yes, basic sciences, basic patient-management.
I am absolutely a rebel in this, but I would like to see basic
sciences drop out of the scene entirely.

Dr. Edholm: Yes, I would too, and try to plug it into each
of these other areas where it belongs.

Dr. Ryder: For training orthopaedic surgeons--we are training
orthopaedic surgeons! If we are training basic scientists, we
should be training basic scientists.

Dr. Brower: This is the same problem with the Board before,
when they wanted to have the categories of pharmacology. He should
know bacteriology, he should know --, and we arguing that it seems
as though we are setting up a residency program as a recapitula-
tion of the medical school. And it seems to me that we have to
assume that the individual went to medical school.

Dr. Edholm: Yes, that's been de-emphasized again.

Dr. Brower: De-emphasized, again?

pr. Ryder: As in the latest Board ruling.

Dr. Swanson: Well, what I'm going to do now is to see that
the boys who don't get a rotating internship rotate through inter-
nal medicine as part of the orthopaedic training program.

Dr. Edholm: If they drop the internships, and residents
come in out of medical school, they will have to spend some time
on this.

(At this point the group went to its tasks in small clus-
ters to reconvene later Friday evening).

C
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Dr. Edholm: If we are going to start with trauma, before
you go on here, this first page contains some of the notes I took
this morning. Some of these numbers then refer to the classifica-
tions as we had them earlier in the afternoon. The II's turn out
to be II's, either way.

Dr. Swanson: And the Category is I, instead of III.

Dr. Brower: Now, as we understood it, the rest of Dr. Parks'
outline here was merely an expansion of that first to six things.
So those classifications from this morning hole until you get to
Part II of the Cardiopulmonary set on the next page of the ori-
ginal presentation. Ve didn't like the original classification
of rib flail, recognizing that many orthopaedists will see a guy
with a closed fracture of the ribs three days later with no acute
pulmonary difficulty, and I doubt if he will send him to a chest
surgeon. So we assume that that case would be a I. Then, if he
has a closed fracture with pulmonary complications, the case would
be a III. Then, a flail chest case would be a III. Okay? From
there on, we went to pulmonary trauma. (Reading the categoriza-
tion of Dr. Parks' content). Pneumothorax, II. If in an emer-
gency he has to throw in a chest tube, o.k., but then he will
refer it to someone else for continued therapy. Hemothorax, II;
Pulmonary contusion, II; Fat embolism, II; Upper airway obstruc-
tion, II; Ventilatory insufficiency, II.

Dr. Edholm: Question. Upper airway obstruction, I think it
might be well to make two categories, acute and non-acute. The
first-year post-graduate man should be able to manage an acute
upper airway obstruction because the treatment is the performance
of a tracheostomy.

Dr. Brower: Any argument?

(No objections voiced).

Dr. Edholm: So I'm going to suggest a sub-category, acute
and not acute.

Dr. Brower: Then you wane to put a I after acute?
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Dr. Edholm: Yes.

Dr. Brower: Cardiac trauma and cardiac contusion, we put down
as III--recognized; Cardiac tamponade, II; Cardiovnic shock, II;
Hypovolemic shock, II; Vessel injury--we put down " emergency treat-
ment of," not in the supportive sense.

Dr. Edholm: I realize we are talking about cardiac trauma,
but I think this is the only place where hypovolemic shock may
appear, and I wouldn't want residents to think that their only
contribution was to call for help. If hypovolemic shock is going
to occur some other place in the outline, then I would agree with
leaving it as a II here. But if it is not going to occur some-
place else in an objective outline of an educational program, then
it ought to be a I here.

Dr. Swanson: But that isn't the way it is in Dr. Parks' out-
line. It was hypovolemic shock including acid base balance.
Pumping blood into a juy and restoring a blood pressure is one
thing, and balancing him out for five days of hypovolemic shock
is another thing. And at that time we felt he ought to call for
help.

Dr. Brower: I've got major vessel injury as a III, but I
can't remember why that crossed my mind. Parks said emergency
treatment of a major vessel. That really shouldn't be a III. He
certainly recognizes it, but he's not going to shout for help
watching it pump. So what he would do, Al, call that a II?

pr. Swanson: No, we talked about that, and we said if there
was laceration, he would fix it. But if a patient needed a graft
or a reconstruction with a vein graft, then he could call for
help. And that's the diagnosis and refer to Category III.

Dr. Brower: Peripheral vascular problems, major vessel
trauma, we made Arterial sutures, II; Arterial grafts, III;
Neurologic penetrating head wound we put down as III; Skull frac-
ture is III; Sub-dural hematoma and epidural hematoma is probably
a /X, assuming that there might be a place where he has no choice
and might have to burr.

Dr. Swanson; I think a III, except in an emergency situa-
tion. These two in Category II would mean that he would partici-
pate in the treatment.
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Dr. Brower: O.K., then we will make it a III, except emer-
gencies will be a II.

Dr. Linter: Oi course we don't want any lawyer 'voiding him
responsible for that ability.

Dr. Brower: Brain stem injury, III. Neck: recognize cervi-
cal fracture, yes, including crutchfield tongs--I; cervical frac-
ture dislocation, I; sprain, I; cervical disc, we put down II and
III.

Dr. Swanson: If it's central, it's certainly a III; if it's
lateral, you might fiddle around with it.

Dr. Edholm: Dr. Garrett and I thought that the application
of crutchfield tongs might not be universally taught.

Dr. Brower: That's correct.

Dr. Edholm: And are we going to state, in this document,
what is done or what ought to be done?

Dr. Huncke: Just strike out the crutchfield.

Dr. Brower: Well there are some people who put in their own
tongs and some who do not.

Dr. Garrett: Is it expected of every resident finishing hi3
residency that he should be able to do it?

Dr. Swanson: He damned well better be able to do it.

Dr. Ryder: It's a value judgment, but I think that every
resident ought to be able to do it.

Dr. Garrett: I think this will change the numbef of resi-
dencies doing it.

Dr. Swanson,: You're against it?

Dr. Garrett: No.

Dr. Edholm: Are there programs for example, where all cervi-
cal injuries are admitted to a neurosurgical service, and the
orthopaedist sees them only in consultation?
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Dr. Winter: Yes.

Dr. Edhoim: If we write this down as a criteria that every
resident should know, are we being realistic about it?

pr. Swan on: I think the orthopaedic surgeons in this coun-
try, when they go out into practice, will be required in a large
number of situations to be responsible for cervical spine injuries
which have no neurological deficit; therefore, that resident had
better know how to treat them.

pr. Edholm: I agree with you.

Dr. Brower: The reason we had a dissertation on disc was
that we didn't know how to answer it. Some orthopaedists in my
town do their own disc surgery. There are some guys who don't.
I don't know where to put it. Most of the recent discussions and
papers have been done by orthopaedists. So we put down II and III.

pr. Swanson: Out point was that when you have tract signs,
you need a certain neurosurgeon, that's why we put it in III. The
lateral disc may very well be done by the orthopaedists.

pr. Huncke: Maybe Category II would be the best one to cover
that. He should have enough knowledge of the principles so that if
he is in an area where orthopaedists do it, then conceivably he
can.

pr. Swanson: There are some areas where orthopaedists do not
do it, so, since Category III means to diagnose and refer, you
can categorize it that way.

pr. Winter: But you would not really be willing to concede
that whole area to another specialty.

Dr. Swanson: By II and III we don't.

pr. Edholm: If we say II, we leave it open either way,
he can manage with consultation. But a III sort of precludes
his ability. If we put a disorder in Category III, we are say-

. ing that a resident who finishes need not know any more about
'-'tip than enough to make the diagnosis. And if we are saying that

( ...10e.4apit disorder which goes under Category II, we give him acme
li maipar:in managing with help, consultation, or whatever, but we
don't.alcclUde him from doing it.
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Dr. Swanson: In this instance we are testing him for his
competence. We're talking about whether he should do it by the
Board, and I don't think we should examine a patient with a cen-
tral cervical disc protrusion with tract signs and expect the
resident to know how to do it.

pr. Edholm,s That still allows it under II.

Dr, Swanson: That's with help. Treatment with help. We
don't expect him to know how to treat it without help.

pr. Brower: Cord damage compression is III. Vertical nerve
injury we put down as II. Gastro-intestinal injury, all those are
III's. Urologic system we put down as II.

pr. Garrett: You mean, if there is a cervical cord compres-
sion, you shouldn't have anything to do with it except to know
it's there?

pr. Swanson: He should be able to diagnose on the examina-
tion and that's all.

Dr. Garrett: Well, I think he ought to be in there with it.

Dr._pwanson: You're talking about acute, and that's a whole
different ball game. Host central cervical cord compressions are
chronic.

pr. Ryder: It seems that we did a little better on this
earlier when we said fracture dislocation without cord damage
or complications is I; dislocation with cord complication is II.

Dr. Edholm: He's not talking about coney injury under this
category of trauma. Under Roman ry, he is talking about neuro-
logic trat:ta and not neurologic trauma associated with oseos
trauma.

Dr. Swanson: Let's define what we mean by calling for help.
Does that simply mean a first-year orthopaedist will take a pa-
tient up to the operating room, do the surgery, and call for help?

pr. Brower: Well I was thinking about some injury in which
he is called to see the patient and in the examination noticed
that there is cord compression. He should have enough intelli-
gence then to recognize it and call for help.

e



t

- 50 -

Dr. Swanson: Which means that he diagnoses it and refers
it.

Dr. Garrett: If you are talking about fracture dislocations,
_you need to make sure that there is a stable cervical spine and
if it's not a fracture dislocation--the only one that I'm arguing
for the involvement of the orthopaedist is a fracture dislocation.

Dr. Swanson: But we are talking about cervical disc.

Dr. Garr( .t: Well, it isn't distinguished that way in the
outline. Maybe we shoula put cord in there.

Dr. Brower: Thak.'s right, it's not. He's talking about
neck, cervical fractures, etc., and then he talks about cord.
I will admit that right now I could not te41 whether he means
Part C still relates to Part B, and whether we are talking about
cord compression anywhere.

Dr. Garrett: Sell I assume that the first group was with-
out neurologic damage, and the second is with cord damage from
any of those things.

Dr. Brower: Well let's put down cervical cord.

Dr. Garrett: Do you want to put cord compression with frac-
ture dislocation? Then it's with us. I think we have a hang-up
here because we are following an outline on trauma. Roman I of
the outline is with the musculoskeletal system. Each other Roman
numeral is a different system of trauma. He is not connecting one
system to the next, and we are talking about the neurologic sys-
tem under Roman IV. He simply states in here, cord compression
period. Now if it's just cord compression, and he is not associ-
ating it in this outline with oseos injury, then I think it should
be number III. Now if we want to revise this outline and put in
cord compression with oseos injury, then we can change categories.

Dr. Brower: Would it help if we put cord compression with-
out oseos injury?

Dr. Garrett: We could even take this whole thing out. The
whole category is neurologic, and he's listed varioui causes of
it and we have already categorized. Just throw out this thing
about cord!
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Dr. Brower: Peripheral nerve injury, II. Does that hurt
anybody?

Dr. Edholin: As a blanket statement? We don': expect him to
be able to manage any peripheral nerve injury?

Dr. Brower: II means that he will diagnose and manage and call
for help if he needs it.

(After a brief discussion, the determination is made that
peripheral nerve injury category will be I and II).

Dr. Brower: That wasn't difficult. Now we get down to the
genito-urinary system. We discussed the fact that in some places
the orthopaedic surgeon, seeing pelvic trauma, will do the insertion
of the cap to performance of the cystogram IVP. Now do you think
we should put that down as a II?

(Agreement is expressed).

Dr. Brower: Well that's what I have. We did not discuss at
too great an interval the basic science problem. As you recall
some years ago to help us, the Academy sent a fantastic accumula-
tion of materials stacked that high, which was supposed to help
us teach basic science. Which didn't help me a whole hell of a lot.
But I guess, if we really wanted to push for this thing, we might,
somehow, summarize the Academy material and sal we believe in it,
but how can we categorize it? I don't know. To tell someone there
is some basic science, you don't "lave to know about, is pretty pre-
sumptuous, and to say he has to know it all is ridiculous.

Dr. Edholm: The funny thing about it is that we started a year
ago by saying that the Essential Component easiest to define would
be those in the basic sciences.

Dr. Swanson: We rather agreed that both basic science papers
we had are good. Our point was that everybody should be exposed to
everything that is presented in these two papers during some time
of his education, not necessarily medical.

Dr. Brower: And to categorize it into the competency cate-
gories le have determined seems ridiculous.
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Rehabilitation

Dr. Edholm: May I suggest that you turn to the middle of this
handout on Rehab., what would be the third page. We wrote a new
Roman numeral I, it should read "Physical Evaluation." Under A,
Range of Motion; B, Muscle Testing; C, Gate Analysis; D, Knowledge
of Electro-diagnosis (and that's knowledge, not ability to do);
E, Evaluation of Functional Impairment. All of those would be in
Category I. Then going to the original outline of Essential Ele-
ments, we will re-title it "Essential Elements of the Physica
Aspects of Orthopaedics." The first section would be Plaster Casts
and Splints, Types and Techniques of Application, Immobilization.
On the original there is a long list of types of immobilization
which are all in Category I. The Types of Corrective Casts: Club
Foot, Stretching, and Wedging Casts would be Category I. Then Mil-
waukee, Mobile Risser Cast and Risser Casts would be Category II.
Then, Materials for Use in Plaster Casting, including the types of
casting and the types of padding, and Control of Temperatures, etc.,
would all be Category I. The Uses of A Fracture Table would be
Category I. The next heading under Traction - Purposes, Types of
Materials for Traction, and the Types of Traction, are all Cate-
gory I. And we had said here, in our discussion, that, maybe, Vinke
and Crutchfield Tongs should be accepted because, in all areas, they
are not used, but we have reversed that here, in regard to the state-
ment that all types of traction are Category I, and that would in-
clude Skeletal skull traction. Under Orthotics, as listed in the
original outline, Purposes, Component Parts, etc., Types of Bracing,
will all be Category I. This agreed? The original outline on
Orthotics consisted of Purposes of Bracing, Static and Dynamic, Com-
ponent Parts of Btacing, Short-leg Types of Braces, Long-leg Types
of Braces, Pelvic and Trunk Attachments, Back Braces, Crutch Types,
Wheel-chair Types, Beds, Proper positioning in beds, Turning Frame,
Blanket Frames, those are all listed under Orthotics.

Dr. Garrett: I think Upper Extremity Bracing ought to be
Category II.

Dr. Swanson: I agree, I think I do more
on anything else.

Dr. Edholm: I don't
listed on Orthotics.

teaching on that than

happen to have Upper Extremity Bracing

Dr. Brower: Why do you sale Category II, Al?
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Dr. Swanson: Because residents don't seem to understand Upper
Extremity Bracing. We had to do more teaching about that than any-
thing. In Hand Surgery everyone wants to do the surgery, but they
don't want to do the brace.

Dr. Edholm: O.K., then, so Upper Extremity Bracing should be
Category II.

Dr. Garrett: Well you cannot expect all residents

Dr. Swanson: Then I or II. Power Upper Extremity
definitely not a Category I, but the usual Warm Springs
had hoped that everyone would know that.

to know it.

Bracing is
Brace--I

Dr. Edholm: One would expect that he'd at least be able to ask
for help.

Dr. Swanson: Well we don't necessarily expect him to ask for
help. Isn't that what II means?

Dr. Edholm: Anything, other than III, he may be able to man-
age by himself, although he may need some assistance.

Dr. Garrett: I don't get this I and II.

Dr. Swanson: That would be necessary unless Dr. Edholm is
going to divide up these Braces, but, as the list stands now, braces
are not divided. We would have to go through a whole long list.

Dr. Garrett: I don't know of any type of bracing that is stand-
ard throughout the country.

Dr. Ryder: Vhat specific types of Upper Extremity Braces should
the guy be able to order, evaluate, etc., independently?

Dr. Swanson: He ought to be able to order a brace for a
wrist drop, for a high or low radial.

Dr. Edholm: You can make it broader and say whether it will
be static splints or dynamic splints.

Dr. Swanson: Let's make it II.
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Dr. Edholm: The next item, Prosthetics, we now have a Roman
V in the outline. In the category of Upper, all, with the excep-
tion of the juvenile amputee, which is listed as arabic 8. Juven-
ile amputee management should not be Category I but Category II,
and if we change the wording in arabic 9 and 10 to "Knowledge of Con-
genital Classification and Knowledge of Fabrication Methods," then
the entire rest of that can be Category I. Under Lower Extremities,
almost the same thing; all are Category I with the exception of
Juvenile Management which becomes Category II. Then Knowledge under
arabic 10--Congenital Classifications--is Category I. Are you ob-
jecting to Juvenile Management being Category II?

Dr. Swanson: No, to "classification; because there is an
International argument about classification right now.

(After a discu,sion regarding the problems of classifica-
tion, it was noted that in the outline, Congenital Classi-
fication should be changed to read - Amputee Classifications).

Dr. Edholm: Will this item on Classification get in some place
else?

Dr. Swanson: Well there is International disagreement on it,
and it's changing now.

Dr. Edholm: But residents are being examined on it.

Dr. Swanson: Well, then, the examination should be thrown
Out.

Dr. Edholm: All right, then, we'll just throw out these
classifications from the paper.

Dr. Edholm: Roman VI, as originally written, said Therapy
Techniques: cold, ultra-violet, massage, exercises, posture, and
body mechanics, aids, mat, parallel bars --

Dr. Swanson: What did you do with the EMG?

Dr. Edholm: We listed that under Knowledv4 of Electric-
Diagnosis and put it down as a I, i.e., just the knowledge of, not
including the skills. So this Roman VI, Knowledge of Physical
Modalities is a very broad area. Roman VII? Knowledge of and
Ability to Instruct in Terapeutic Exercises and Atabulatory Aids,
thin is all Category I. Roman VIII: Ability to W,rk as a Leader
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or a Member of a Team of Physicians and/or Nurses, Allied Health
Personnel and Behavioral Scientists, Category I.

Dr. Brower: And you are able to measure that and teach that?

Dr. Edholm: We didn't decide to do that. We need that state-
ment in there because some of these specialties do not feel that we
have direct access to the services. There should be some statement
recognizing the team approach to the care of complicated problems.
We had to indicate that our finishing residents have the ability to
work with other people, technicians, therapists, etc.

Dr. Garrett: Note on page 1 of this thing, where disabilities
are discussed as entities in themselves. A spinal cord injury, in
itself, is a Category II item, but in Disabilities there are several
that are I, and this is the Emargency Care as listed, which is the
evaluation of associated injuries and the treatment of the orthopae-
dic injuries. II is Order and Interpretative Appropriate X-rays of
the Vertebral Injuries and Plan Appropriate Treatment. B, (under
that) Stability of the Spine; plan appropriate treatment, etc., we
listed that as Category II. Under Complications of Pressure Areas
and Contractors, we listed as I, all the others we listed as II;
the Functional Training was listed as I, the others, as involving
ball and ladder program, as II. Category E and F, as is, are both
I. Meningomyelocele, as a disease entity, is listed as II. With
the exception in Category I of Knowledge of Indications for Neuro-
surgery in the New-born. Also as I are Treatment of Fractures, Hip
Dislocations and Contractions, but Scoliosis as II, to be consistent
with our other categories of Scoliosis. Stroke and Progressive
Neuro-muscular Diseases are all II's. In fact, every one of the
disease entities is listed as a II because it is a team approach.
But we picked out certain categories and will just give you the /'s.
Under Cerebral Palsy, I is Evaluate motor and sensory defects. Plan
appropriate program of therapy, Bracing and surgery, II. Head in-
juries is listed as II, except the involvement and acute care which
is Z. Arthritis is a II, but the sub-items as listed are I's.

Dr. Edholm: Under Head Injuries, Prevention of Complications,
Pressure Sores and Contractures, are I's.

Dr. Garrett: And the Amputee items, as listed on this page,
are all I's. And the Degenerative Neuro-muscular Disease is all
III, because not enough residents are usually involved in these.
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Medical-Legal

Dr. Huncke: This paper is a little different and, therefore,
I have already written the categories of competence to deal with the
Essential Components of medical-legal aspects of orthopaedic sur-
gery. I modified extensively Dr. Ware's paper.

Dr. Edholm: I would almost say everything here ought to be I.

Dr. Huncke: Category I, except, for example, the matter of
records. Patient records are No. I, involving the matter of con-
fidentiality. As far as tax records go, I think any Doctor who
tries to do hiJ own is out of his head.

Dr. Ryder: These are certainly excellent guide lines for the
practicing orthopaedist. Whether or not they are components of
training, is another question. If they are, how on earth are we
going to teach them?

Dr. Brower: You have a resident sit in on your own depositions.

Dr. Olson: There is at least one training program in which
residents are assigned for a period of six weeks to a legal rota-
tion, and they spend their time with lawyers and insurance company
people.

Mr. Monahan: Dr. Ware was a long time in putting this com-
ponent out because of that very question regarding the teaching of
this category. Some of the things he finally suggested was the
legal rotation, sitting in on the attending's deposition, going to
court, certain similation situations where, at various times, he
is put on the stand and given the grilling he might experience,
just so he knows at least what it feels like, and understands some
of the preparation that would be necessary for giving testimony.

pr. Ryder: When you think of the delivery of medical care
in the very broad sense, this is a very real problem.

Dr. Huncke: As we said before, one of the things that an
orthopaedic surgeon does a lot of is treat fractures, and many
fracture cases end up in litigation.

(Discussion which followed consisted of justification for
the inclusion in a resident's education of medical-legal
instruction, which, it was suggested, is as necessary to
fair legal behavior and relationships with patients as is
the basic science to the understanding of disease processes).



- 57 -

Dr. Garrett: I don't think any of us have any disagreement
regarding the need for it. It's just whether or not it should be
stated as an Essential Component.

Dr. Swanson: I would vote for it as an Essential Component.

Dr. Edholm: I think it's an essential, at least from the stand-
point that the orthopaedist has te) know what he can say regarding
his patient, that certain information is confidential and cannot be
released without permission. And that's a bare minimum.

Dr. Garrett: You have to have the teaching program available
to the resident before you can require it.

Dr. Swanson: Some time the teaching will come after the re-
quirement is made.

Dr. Edholm: I think most of us do this anyway. We don't do
it in a concentrated time, though. We do it bit by bit as problems
tend to arise. Ve cover, perhaps, about 5096 of what's in the
outline.

Dr. Ruder: Well when this statement of essential components
gets promulgated upon the waiting world, we might just have a 900 -
page volume, and somewhere in that 900 pages it should be stated
that it is realized that not all training programs can implement
immediately the training that is recommended in these Essential
Components.

t-ork
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Adult Reconstruction

Dr. Edholm: Under that very first category, "all conditions
representing residuals of trauma," etc., I can't buy that as being
Category I. Because I am sure there are certain reconstructive pro-
cedures in Hand, again, that we do not expect every resident to do.

Dr. Swanson: But he said with certain exceptions.

Dr. Winter: You'll find a late disclaimer here. The problem
I'm trying to deal with here is something like total hip in the
last five years. A whole group of procedures. I don't know what
to do about procedures which are major but not difficult for some-
one to figure out by himself for the first time.

Dr. Edholm: Vould it be legitimate and acceptable to introduce
the idea of orthopaedic sub-specialty?

Dr. Swanson: We've already done that to the Hand if that's
what you mean. You could refer to category such-and-such under
specialty such-and-such.

Mr. Monahan: In other words there will be cross-references.

Dr. Brower: Of course in my area, the resident will usually
finish having done two or three hind-quarter amputations. Now,
if the faculty in a private hospital would never think of doing
this, I don't know if you could put down a requirement that the
resident has to be able to do this. So I think you have to leave
some of this stuff logical. I think it's pretty well stated here.

Dr. Winter: Refer to point 4 here. There might be some
question you're going to raise about it.

Dr. Swanson: I think that you could almost say that the in-
frequently seen reconstruction problem is a cause for consultation.

(The fifth point of Dr. Winter's Adult Reconstruction
Category I was determined finally as a Category II).

Dr. Ryder: Number 6 might be literarily made easier by split-
ting off the exceptions, and saying with the exception of Category
II for point number 3, and we'll make a cross-reference to that.

Dr. Winter: What about number 7 now?
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Dr. Brower: What's that word cut off at the bottom?

Dr. Winter: Number - bursitis.

Dr. Swanson: Total management of osteoporosis.

Dr. Winter: That's open to question. Do you want to make
that a II?

Dr. Huncke: There have been several million dollars spent on
trying to decide what medications should be used for osteoporosis.

Dr. Brower: I would leave it as a I, but admit that most ortho-
paedic surgeons don't mess with it. But to demand of a resident
that he be knowledgeable enough to do this is simple logic.

Dr. Swanson: There are many conditions in degenerative
arthritis that require very expert surgery. The reconstruction of
joints - the average finishing resident can't be expected to do
that. I think we should say here, with the exception of technically
difficult reconstructive procedures.

Dr. Brower: O.K., let's put the exception in then.

(Osteoporosis on Dr. Winter's paper is here marked as
Category /I).

Dr. Winter: Avascular necrosis of bone, osteogenesis imper-
fect', should be a Category II and certainly Paget's disease.

Dr. Ryder,: I think, in an adult, osteogenesis imperfecta
should probably be a I, because it's just trauma.

Dr. Swanson: I think you could cover a lot of this in recon-
structive by saying L.lt unusual requirements could be the excep-
tion. In all these categories including malignant tumors of the
mesenchyme, you might get a massive resection of an extremity like
Dr. Femister used to do. Certainly not something some kid can do.

Dr. Brower: I don't understand this last point, "all malig-
nant tumors of the mesenchyme whose surgical approaches do not
involve oblation of entire extremity function." Oh, I see, youte
talking about local dissections.

S
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Dr. Winter: I don't think your new graduate is going to ex-
pect solo responsibility doing hind-quarters.

Dr. Brower: Well, how about the resection of a large tumor
with replacement by a cadaver graft or something like that. The
average Joe isn't going to take that.

Dr. Winter: We've already said that I've got a built-in state-
ment of exceptions. Now in Category II, we were talking about the
shared level. That's what that word is. I think you do get in-
volved with a number of conditions that do have orthopaedic aspects.
Scoliosis, though, we have agreed, is almost a sub-specialty. Take
Item 4, though, invertebral disc disease. There might be some more
argument to say about that as Category II.

Dr. Edholm: Well. I would put it in both categories. I'm
sure there are some places where, throughout the entire program.
residents are exposed to a tremendous amount of discs; there are
other programs where they may have a small concentrated involvement
with disc surgery, and they are not required to perform themselves.
I don't think you'll be able to say that in such a short time you
can expect anyone to be competent to handle all kinds of discs.

Dr. Garrett: I think we'll have to divide this --

Dr. Ryder: No, I don't think so, because these categories have
upper compatibility. In other words, putting this in number II says
that he is able, with help, to care for intervertebral disc dis-
ease. That does not say that he is also able, without help, to
take care of them.

Dr. Garrett: Well, if you put this in the Category I., it's
because we don't want to require it.

Dr. Ryder: No, this is a minimal requirement. Ye expect him
to be able to handle invertebral disc disease with help. That
doesn't say that he can't be brought to the level where he could
handle it without help.

Dr. Huncke: Well, you've got to take it out of Category I,
if you're going to leave it in Category II.
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Garrett: We keep turning it around and saying he's not
to, and that's what's so bad about this Category II. I

should be written into an introduction to make it clear
that the things in Category II are not prohibited as things an
orthopaedist could do.

Dr. Swanson: I think this is a very important thing to put
down that we feel it is a minimum requirement for examination, but
doesn't necessarily mean that they night not, in certain areas,
do any of Category II as a category I.

Mr. Monahan: I was thinking that tomorrow morning, when these
documents are pretty well completed, we might have some time to
discuss these points that should go into a Forward or Introduction.

Dr. Edholm: I would like to say, for example, that we should
make it clear, that we are not writing for examination. At the
present time we are writing for our am guide lines as far as the
writing of training programs.

Children's

Dr. Ryder: O.K., are we now up to children's? I just
listed things that were in the original paper in Categories I
and II and I added a Category III.

(There were no exceptions taken to Dr. Ryder's paper).

Dr. Ryder: Jim, can I make some sort of a summary state-
ment at this time? It seems like what we've done here is a
great deal of value judgmenting along the way. It has been a
tremendous accomplishment and I think there is a huge literary
endeavor now to be done and we should think in terms of who's
going to write this, turning it into a uniform style, etc.
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The Friday Session

Mr. Monahan: As we ended last night, we were ten characters
in search of an author.

Dr. Ryder: This is the sort of thing I would like to do, the
assembly of this thing, cutting out the overlapping material, and
Dr. Garrett at my request has kindly consented to help. But we
would need at least 3 months to get it done. I couldn't touch it
for at least another 6 weeks. What we propose to do is just the
assembling job, coming up with a draft and then recirculate for
your comments, corrections and criticisms.

Mr. Bligh: "c can provide you with the full transcript of
the tapes.

Dr. Olson: I'd be glad to assist you, Charlie, on this if you
need the help.

Dr. Ryder: The way I see our situation at the moment is that
sevotal aspects of orthopaedic residency education have been cover-
ed- clinical orthopaedics, medico-legal business, rehabilitation
measures- but we have not yet touched on the sort of general
mechanism of patient management, i.e.., pre- and post- operative
care, fluid balance, and we have not touched the area of "basic
science", the patient physiology and the patient pathology aspects.
These are the areas that I think we should address ourselves to
today. and my proposal would be to take all the materials develop-
ed yesterday plus whatever we develop in these other as-yet-untouch-
ed areas and try to assemble one docvalent.

Dr. Brower: I was thinking last night, too, about what in the
world all this is going to mean. I would say that in the last few
years I have received a stack of things from very well meaning com-
mittees to help me in teaching residents. Some are very well done,
but if I recall how often I have referred to them, I would say it
was extremely rare.

Dr. Swanson: I will speak in defense of this document, there
is a great need for a curriculum. Many years ago Ted Fox made up a
manual for orthopaedic residents which is practically unavailable
now, and in it were tips on how to examine a patient, etc. I would
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like to see a similar manual which has the scope of orthopaedics
in it for a resident, starting right out with what is orthopaedic
surgery, a brief historical overview of the kind that was in test
manuals. I feel that this committee should be responsible for a
letter to the executive committee that that committee should be
responsible for seeing that this report does not die as so many
others have, I feel very strongly about this work more so than I
have about some other things I have been involved in. I feel this
is very important and I feel that the Board and the Academy have
a tremendous responsibility to this curriculum: I personally would
write that letter if it comes to that.

Dr. Rader_: Two of the standing committees of the Academy,
the Handicapped Child Committee and the Adult Orthopaedics are
both battering around in this same area, and of course the educa-
tion committee. I went to the Handicapped Child Committee as a
resource person in April, and what they really wanted to know was
what we had accomplished because they are sort of groping and
grasping. Somebody is going to be doing this sort of thing and
I think that there is enough investment of thought and energy
from this group that there is a great deal of sense in our inte-
grating it and perhaps giving cohesion and direction to the work
that is going on in some of these other committees.

Pr. Eeholm: As I recall a year ago, the original idea about
the essential components was to begin with programming material,
but before we could program anything, we would have to decide what
is essential. I don't think we want to lose site of the origin of
this job we are doing here. The programming aspect of it did send
out a loose leaf type notebook- the training Chief's manual- which
had in it all of the things that Al mentioned, including a biblio-
graphy, a list of slide sound materials. The Graduate Education
Committee is trying to update it, and I think we may have it avail-
able for examination around winter: time. So, I agree there are
many groups doing this sort of thing and I don't know who is going
to tie it all together so we don't have reports coming from a lot
of different sources.

pr. Magri: I think we have got to be cautious here. We are
not trying to develop a curriculum. e are saying that these are
the things an indivdual should be able to do in order to be consid-
ered an orthopaedic surgeon. How a program sequences its activities,
what activities it does have as learning experiences, etc. are not
within the perview of this committee.
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Dr. Edholm: Then it would probably not be good to use such
terms as "core curriculum" or even the term "curriculum."

Dr. Olson: That's why we shifted the title to "essential com-
ponents."

Mr. Monahan: I rather like the comment someone made yesterday
that this should be titled "Essential Components of Competency".
That term gets us away altogether from curriculum and focuses on
the abilities of a resident at the end of a training program.

Pr. Huncke: I think we should make it clear in some introduc-
tory statement that this is not a curriculum. This should be used
at most as a guide. Some programs are going to be able to go far
beyond what we suggest here because of their particular resources.
I am also wondering that, since there are a number of other commit-
tees, was suggested, engaged in this kind of work, at some other
meeting place we could get representatives of these committees to-
gether so that there wouldn't be such redundancy.

Dr. Ryder: Well that sort of thing may have to be done within
the Academy structure.

Dr. Brower: I think we should approach all of this on the basis
of Mager's Principles of Adult Education (Note: We should get that
reference here on Mager's book.) Give to a residers then those
manuals that Al was speaking of and also a copy of the Essential
Components of Competence and say to him alright these are the things
you will have to know when you'are finished. This is in keeping with
Mager because Mager says you give the adult some concept of the scope
of his task, and he is better prepared in going about accomplishing
it. So we should aim this material not for the desk of the chief
but for the resident.

Dr. Ryder: Yes what we would hope then is that the resident
would come to the chief with this in his hand and say "look, I'm
supposed to have a competency in a particular area, and I haven't
had any experience with it yet; I need some experience with it.

Dr. Brower: Now you've got adult education. The resident is
coming in with his worries and his needs, and we say, o.k. let's see
what we can work out for you.
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Dr. Swanson: tlell I think everyone agrees then that curriculum
is a dead word. I don't.

Dr. Brower: I happen to have another problem being on the
Curriculum Committee of a medical school. There is no such thing
in existence in the United States as a curriculum of a medical
school. You cannot get a curriculum of a medical school in the
United States. They can give you outlines of Joe Blow's coverage
but you can't find anywhere the material cooered in a medical school
and I think that is the greatest need at this moment in the United
States-

Dr. Swanson: We say scope of the curriculum here. I think
that's important.

Dr. Edholm: The word scope gives you two dimensions at least.
It gives you a beginning and an end, and we want to avoid that. We
didn't want to call it minimum so wi used the word essential to give
some inference that these were the least amounts of what people
should know. It's left open-ended. If we use the word scope some-
one could very easily say this is the package.

Dr. Swanson: That isn't what that word means to me. Scope
doesn't necessarily mean that that is the limitation. To me it
suggests a broad outline--the breadth of the thing.

Mr. Monahan: Fell techrically speaking we do not have a
curriculum in our document here. T'e are spelling out general
objectives for orthopaedic residencies. From these there would
be earived statements of instructional objectives. From those
come the patterns of instruction, i.e., what the learning experiences
are to be and how they should be organized. From the level of
instructional objectives through what just said becomes the
responsibility of the chiefs of training programs And not necessari-
ly that of this committee. Our work he >:e is the beginning
of a curriculum.

Dr. Ryder: Then we are saying that in order for a resident to
have the abilities that we state here, the training chief should
establish a curriculum which will provide the resident with the
training experiences or-what's that new word- learning environment
in which he will be able to acquire these abilities which we feel
are the essential components of competency.
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Mr. Monahan: There has been expressed around the country to
us in visits to the experimental program the need for some kind of
manual which can be given to the residents outlining for Clem ne
scope- however that's defined- of orthopaedics.

Dr. Swanson: Well if you eon't publish this thing I'm going to.

(Dr. Peterson from the Mayo Clinic joined the group at this time.)

Discussion of Attitudes

Dr. EdhoLa: Can I ask a question now? Aside from what we have
to do this morning in a couple more arras, should we try to get more
deeply into attitude definition? Is this a profitable thing we
could spend our time on? Will we just be spinning our wheels, produc-
ing something that will look like gobbledygook to someone else?

Dr. Ryder: My answer is yes.

Dr. Brower: Yes, it will be valuable, or yes, it will be
gobbledygook?

Dr. Ryder: Both.

Dr, Brower: "hy the hell should we get into it then?

Dr. Ryder: I think perhaps we should limit ourselves to cog-
nitive and implied psychomotor domain. Not to minimize the impor-
tance of attitude developnent, though.

Dr. Edholm: "hen I raised this question I wasn't thinking
just of the attitude toward the patient alone. I was thinking also
of the type of things you might want to see develop in a resident
such as sound ability to read critically, to decide whether or not
an article is a good one or bad one and if so why. We do do things
anyway to see that they do read, such as journal clubs. We should
do something about their own attitudes toward their own medical
staff. These are the things that are picked up almost by osmosis,
but I don't think we really sit down and decide in what areas we
really are trying to affect things or sit down to ask if we are
really actively accomplishing them.
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Dr. Brower: Your point about reading is not what I call atti-
tude. That's a scientific method.

Dr. Edholm: I would think of it as an attitude.

Dr. Winter: Are we talking about the kind of thing that's
stated here la this internal medicine paper. An attitude is a
statement of what someone will do when you're not around.

Dr. Ryder: '?en, Curt, actually what you're talking about
are cognitive manifestations rather than attitudes in the sense
of these platitudinous things here in the Hiss/Vanselow statement.

Dr. Winter: If a patient knows his doctor cares about getting
him better, thr' doctor doesn't have to be a friend.

Mr. Monahan: The point here is not one of developing the
resident into a humanitarian. The attitude that we have been
referring to is actually the caring. whether he demonstrates it
gruffly, smoothly, nicely, or whatever, the point is that he is
demonstrating the attitude. The physician should not be influenced
in his treatment by the economic condition of the patient, i.e.,
a blue collar worker should not get any different kind of treatment
or consideration than a white collar worker. If referrals are
made to other specialities, such as psychiatry, the white collar
worker and the blue collar worker should get the same explanation
and justification for that referral. There should not be an
explanation given to the white collar worker while the blue collar
worker is simply told to go see a psychiatrist.

Dr. Brower: Oh come on! In the first place someone has
replaced the worship of God with the worship of comprehensive
medical care.

Mr. Monahan: I'm not building a case for comprehensive
medical care.

Dr. Brower: Secondly, no one has bcen able to define to me
yet what comprehensive care is. Third, I see nothingwrong -with
episodic care. If I see a guy who has broken his leg at 20, I
fix it, he goes away and never sees another physician until he
catches pneumonia at 35 and somebody gives him a shot and he gets
cured and he goes back and takes care of his family. That is not
bad care. That is optimal and if I have to worry about him every
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day, saying oh how are you doing laddy boy? That's bull shit.
You're going to emasculate males and ruin females. I'm opposed to
it. I'm opposed to comprehensive medical care as far as I have
heard it.

Mr. Monahan: :Iall, I'm not going to define it for you nor try
to encourage it, nor suggest that every case must involve the pam-
pering of the individual.

Dr. Brower: And the other thing you're talking about is the
different type of patients. Take for example a stupid diabetic.
There is nothing more incompatible than diabetes stupidity. If the
guy has diabetes and is stupid, you can't treat him. You can sit
there with him and tell him that diabetes is a difficulty with
carbohydrate metabolism, but he doesn't know what you're talking
about, and you can't translate it. You can tell him you have got
to take these shots everyday. Then he comes back in diabetic shobk,
and you ask him why he didn't take the shots and he says he felt so
good he didn't think he needed it any more and you're going to tell
me that there's no difference between a white collar and an
illiterate?

Mr. Monahan: But you are stating a difference that is a
difference in fact. You have a person you are treating who
happens to be a stupid person.

Dr. Brower: You are trying to define in sharp terms the
thing that we don't like to talk about particularly, that is the
art of medicine. I tend to be a gabby guy and figure that I
waste half my time with patients. I have experiencee two types
of patients, those who want to know about their disease and
treatment and those who don't want to know and there are some
patients who will just take the authoritarian statement of the
physician and be satisfied.

Dr. Swanson: I found a tendency that those patients who call
you by your first name and don't know you too well are the kind
who never pay their bill and never follow your treatment.

Dr. Garrett: "Tell I think we could go on for hours on this
subject and perhaps we ought to drop it. There are deficits in
this area.
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Dr. Brower: I can't find a definition of attitude in what
anybody is talking about.

Dr. Edholm: Well I brought the subject up. Really it's
synonym for what Bloom was trying to get at in the Taxonomy of the
Affective Domain. I was trying to approach that aspect of it and
I'm sorry I opened a can of worms. But let me say one more thing,
and then I'll shut up about this. You do practice comprehensive
medicine. I agree that everyone does not need comprehensive
health care. Al an orthpaedist you do not ignore or drop any other
symptoms that may be presented. Granted you're not going to treat
it, but you don't ignore it. You encourage or refer them to have
these things taken care of by someone else, but unfortunately this
episodic care in out-patient clinic may just consist of a physician
investigating back pain, giving a patient a pill and telling him to
take that and doing nothing more about any other complaints.

Dr. Brower: Well that concern and referral that you mentioned
is what I would just call medical care.

Discussion of Other Components

Dr. Ryder: "ell, in getting back to our task and the cate-
gory of basic patient management, I have listed down a couple of
things: pre and post operative routine- these are aspects of
patient management that apply across the board, not related to
children, or trauma or adult but they are abilities the resident
should have as part of his basic components. Fluid balance,
emergency measures, and I had put rehabilitiation in physical
measures in hero. This is an overlap of what we had done yester-
day.

Dr. Huncke: I don't know if this goes under patient management,
but in my practice it always seems that it helps if you know a
little about x-ray mechanics because sometimes you want something
and the radiologist isn't around to help you. Knowing a little
bit, you can tell your technician this is what we want to do, and
this is why, and there is a manual you can go to.

Dr. Ryder: Well, Brian, I had that as a separate aspect,
special clinical evaluation techniques, which was radiographic
and electrical.
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Dr. Huncke: Yes, particularly if you get a technician who tells
you it can't be done and you have the knowledge to know that it can
be done.

Dr. Ryder: Yes, but it strikes me that these aspects do not fall
under basic patient management.

Dr. Huncke: Right.

Dr. Ryder: We haven't worked on this, but if we stick to our
objectives--writing format, and we write Gronlund-type for pre-and post-
operative routines, the obvious easiest one is, "he shall understand
how to prepare for pre- and post-operative orders for his patients."

Dr. Brower: I'm sorry, did we throw out Mager? How did you get
that no-no, "he will understand"?

Dr. Ryder: I'm opting for Gronlund.

Mr. Monahan: Well, Gronlund still keeps the concepts of Mager in
the sense that he requires a statcanent of demonstrable behavior, but
he includes a general instructional objective, such as, understands
pre- and post-operative management. Then the specific behaviors
listed under that objective explain what is meant by understand and
what the learner will do to demonstrate that he understands.

Dr. Ryder: Vould it be useful to make an outline of the aspects
we haven't covered and then do that small grouping routine again?

Dr. Brower: In regard to that outline, I would much rather you
have a sub-title on basic concepts of immobilization, which would
be more meaningful than fluid balance to an olthopaedist.

Dr. Garrett: Ve did touch on that before, but I think that this
is where it belongs.

Dr. Huncke: I wonder if it's feasible or practical to try to
include in the training ways to sharpen individual observation skills?

Dr. Brower: Yes, it beats me how you teach these observational
skills.

Dr. Edholm: But you do teach it to your students.

Dr. Brower: Yes, such things as pain and what pain with activity
means, and what pain with no activity means, but, as far as I'm con-

/- cerned, it's the one-to-one relationship.



Ors.Dr. Edholm: But it goes on for four ye4is.

Dr. Brower: No. it goes on when he'slnMy clinic, though I Ji
don't know if the next guy does anything Or4nOt: 0
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Dr. Ryder: Would it be useful for me to read for criticism
and discussion the aspects of orthopaedic residents' education that
I have just sketched out here? (Incidentally, I suppose everyone
has heard Walter Hoyt's statement about education and training;
i.e., weipap animalp, but we educate people). The first aspect
of orthtimegic,elmOatioh4s in the area of clinical orthopaedics.
This is what ule.Vvecoyered:in the main part. The second aspect
is aspects of patient management. The third aspect is sociological
interactions. That's the medico-legal, economic. The next aspect
is basic sciences in two parts: physiology, specifically muscular
skeletal physiology, including mineral metabolism, bone growth
healing, etc., and pathology. The last aspect is special clini-
cal evaluation techniques, such as, radiographic and electric.
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Dr. Brower: Somewhere we've got to examine the patient and
interview him. Now where does that come in? Is that pre- and
post-operative routine? is that what you are after, Dr. Huncke?

Dr. Huncke: I was raising the question of whether, since two
of the skills every physician uses in communicating with patients
are interviewing and looking at people, which can save yot a lot
of time when you sharpen this up? Would there be any valid rea-
son for spelling out something like this in detail in a preamble
to this document or in principles of patient management? I am
hesitant to suggest this because I don't know what we can realis-
tically expect to do.

Dr. Brower: Yes, I would like to get the implication some-
where that you examine the patient. Now where does that fall in
those six categories you read?

Dr. Ryder: Yes, I think it's a scope problem. The resident
should be competent in interviewing the patient and taking a his-
tory. I put that prior to our entry into this phase of his educa-
tion. It should be something he has attained before he gets into
our program.

Dr. Huncke: Maybe this should be in an introduction to this
document, that these skills are assumed, and if they are not valid
for the person entering the program, then that program must attend
to them.

C
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Dr. Garretts But there are generalities of this which are com-
mon to any diagnosis. Under this patient evaluation or diagnosis, or
whatever you call it, you could group the x-ray and electrical stuff,
all those special techniques as a whole.

Dr. Ryder: You could say that "he would be able to establish a
correct diagnosis for 93% of the orthopaedic cases (a) he will be
able to elicit in the history" etc.

Dr. Huncke: Could you lower that percentage a little bit, I
am beginning to feel somewhat insecure.

Dr. Ryder: Let's put physical x-ray, laboratory and special
tests.

Dr. Peterson: And then instead of being Number 7 on your list,
it becomes Number 1.

Dr. Ryder: O.K., then that takes u. through clinical disorders,
patient management. Does it bring us to the next aspect; physiology,
pathology, basic science area?

Dr. Huncke: Maybe you had better put in bio-mechanics, too.

(A rather cryptic discussion followed, making references
to outlines and materials written on the blackboard).

Mr. Monahan: I think the intent 'sere seems to be to prepare a
list of abilities in patient management, assuming that everything
that is stated is a Category I. There is no taxonomic statement to
be made about these abilities because they are primary. So, perhaps,
making this list would constitute the job as opposed to the two
kinds of activities we had yesterday.

Dr. Huncke: That depends on how you make the statement. If

you get into special diagnostic techniques, I don't think you anti-
cipate, for example, that all residents finishing their orthopaedic
residency will be able to do a competent nerve conduction. Simply
a "knowledge of" is of value and comes in knowing what can be done,
what can't be done.

Mr. Monahan: But that still becomes a Category I. That is,
they must know what can be done and what can't be done.
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Dr. Huncke: Yes, if you state it as "knowledge of" rather
than simply putting down electromyograPhv.

Miss McGuire: Well, you are making the distinction between
knowledge of and being able to do all these things.

Mr. Monahan: Yes, C.K.

Dr. Ryder: What we really need to do now is identify what
are the essential components of ability and knowledge in the areas
that we haven't covered. What specific things are we concerned
with now? In the area of basic sciences?

Dr. Brower: Only that which is applicable to orthopaedic
surgery.

(Discussion about the difficulties of identifying the
specifics in these basic sciences).

Dr. Garrett: I think Dr. Peterson has an outline he should
present on a practical clinical application.

(The paper being referred to now begins "Musculo- skeletal
Development").

Dr. Brower: Renal physiology, should we just drop that off?

pr. Ryder: Can we take embryology and say what is the essen-
tial component?

Dr. Peterson: Semantic embryology. I think they ought to
know what a skeletal muscle looks like, what a tendon looks like,
microscopically.

Dr. Huncke: Why do you have to know that? Why should I have
to know what a tendon looks like if my problem is the guy who just
put his hand in the lawn mower?

Dr. Peterson: To know the best way to heal it.

Dr. Winter: You don't have to if you have an official way
to treat it.

Dr. Peterson: Well we are still training physicians and not
mechanics.
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Dr. Brower: That could be a moot question.

Dr. Peterson: A lot of this will, necessarily, be repetitious,
but I think one must improve in one's knowledge, basic to the whole
thing. Even if it is just a review, it will be sure to help.

Dr. Huncke: A lot of times, the anatomy they've learned in
medical school is not very practical. What they needed was three
dimensional anatomy, surgical planes, etc.

Dr. Peterson: That's the anatomy you learned, but they aren't
even getting that. They'll be lucky to know that the liver is in
there someplace.

Dr. Brower: Anatomy is a post-graduate course. Ask any good
anatomist who knows what's going on and he will hold that gross ana-
tomy is not a medical school course anymore.

Dr. Ruder: In trying to define the limits of this thing, take
embryology. The general objective is that the resident will know
the general principles of musculo-skeletal embryology: 1) he will
be able to describe the formation in mesenchyme of a typical joint;
2) he will be able to describe the rotation in the limb buds. Some-
thing like that, right?

Dr. Peterson: We could go one step further, I think he ought
to know and be able to describe the skeletal development, in other
words, the embryology of the bone.

Dr. Peterson: Bone joint, tendon, and muscle development.

Dr. Huncke: He should also be able to describe how this has
some clinical application.

Dr. Winter: If we are going to ask him to, we had better be
able to.

Dr. Huncke: I'm hesitant to ask people in the clinical fields
to describe something in basic science, if they cannot relate it.
I think that's where most of the problem in basic science has been
in the past.

Dt. Peterson: Well, it was very appropriate from the stand-
point that, even if you couldn't define the application of this par-
ticular finding at the time, twenty yearn from now somebody has the
background to be able to recognize what happened in particular cases.
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Dr. rower: Here comes this little medical student who says
to you "what's all that DNA and rotation of the glucose got to do
with tnose sick folk out there." Then you say "don't worry about
that, five years from now you are going to understand it." That
doesn't make any difference to him, he wants to know right now.

Dr. Peterson: It's easier to give clinical application for
such things as club feet, fused spines.

Dr. Brower: Then let's do that.

Dr. Peterson: Then say, list ten clinical applications to the
above.

Dr. Ryder: Cr you can put it this way. He knows the general
principles of something in embryology and can relate them to the
physical disorders.

Mr. Monahan: Yesterday we had read to us an aim of the resi-
dency, i.e., to produce an orthopaedist who is competent in the
delivery of health care. That is this knowlcAge about bone and
muscle development, etc., contriblting to his ability to deliver
effective health care.

Dr. Peterson: How far do you want to go at that, becayse you
see I envision the orthopaedist in twenty or twenty-five years of
maybe never even operating. He has to be able to relate this know-
ledge to someone else who is going to tie a tendon together.

Mr. Monahan: I just want to put this aim out again as a guide
to the selection of content.

pr. Brower: Dr. Peterson wants to guard against turning out
carpenters, and if you say that what we really want to do is to de-
liver health care, then in my medical school I should only train this
cat to say "uh-huh, he has diabetes, and I treat it this way."
That's what society wants, but in universities and among orthopae-
dists, there exists the concept that maybe a physician should be
educated, or have some intellect. Now there is the base, because
your definition does not make any arrangement for him to have
intellect.

Mr. Monahan: But we haven't defined anything yet.
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Dr. Brower: Yes, you have. You have said what an orthopaedist
is. What is ho? What does he do?

MX. Monahan: We are simply noting that he is an individual who
delivers effective health care in a particular specialty, but in this
discussion, the question is the identification of effective health
care and its relationship to the knowledge that Dr. Peterson talk-
ing about.

pr. Winter: Not exactly, it's not an individual who delivers
effective health care as of tod y, it is an individual who deliv..xs
effective health care without unreasonable input, five, ten, fif-
teen years from now.

pr. Garrett: When you take embryology and relate it to limb
rotation--that has a direct application. Here is cardiovascular renal,
pulmonary in physiology, as related to trauma in surgery. These are
direct applications, deleting all the basic embryology as taught by
one of the arts.

Dr. Ryder: I think the educational process is being taken out
of context here, what we said was, the aim of the orthopaedic resi-
dency training programs is to train orthopaedic surgeons as distin-
guished from orthopaedic scientists.

Dr. Winter: Except to add that he has to be programmed t,
educate himself.

Dr. Ryder: That's right. We are simply saying that in order to
be basically competent in these areas, he must have certain abilities
and knowledge, and one of these abilities and knowledge consistent
with his being a physician rather than a mechanic, is something in the
area of embryology, and we must try to draw the line as to how much
in that area. We don't want him to be an expert in mueculo- skeletal.

2LLSALEILL: If we go to the next page of Dr. Peterson's paper
--starting with 5--this is basic science as related directly to what
we were talking about, it seems to me, and the basic science of all
procedures that we are involved with.

Dr. Brower: Where are you, Alice?

Dr. Garrett: I'm on pages 2 and 3.

9
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Dr. Brower: I'll agree with that, there is nothing he said that
I could argue with. What we are trying to do is find the universe,
that is to say, where the edges of the universe are, and I don't
think we can do it. But here is a nice little thing, and I think it
is about as far as we can get.

Mr. Mon! anan: Yes, you've got, so to speak, the elements of your
trade spulled out in Dr. Peterson's paper. As long as what he says
here is necessary to the effective execution of orthopaedic skills
and knowledge, you've done what I was arguing about earlier.

Dr. Peterson: I think that the relevancy of this to an ortho-
paedist could be dependent on everyone of these points.

Dr. Ryder,: Then, as Tom said, the question is, that a universe
of knowledge is involved here, I'll agree; it's impossible for any-
one to master the whole thing. Ve are merely trying to say what is
essential.

Dr. Peterson: In regard to basic elements, look at #6. A know-
ledge of how ti3sue healing occurs gives one the reasons for doing
things and helps toward a better understanding. Directly related to
that is #7, which then become more clinically oriented. And then, I
think I finished off on page 4. I said each individual category has
regional application.

pr. Garrett: There is jtst one little thing I might change
under #15. Mere all these principles of orthopaedics are lister.
under PM and R, they appear under cardiovascular and regional phy-
siology; it's not listed uncle: internal medicine.

pr. Ryder.: Uell these sure are the basic areas of the intellec-
tual furbishing. a guy should have; they are essential to his exist-
ence as a complete and competent orthopaedist, but the question is
still the limit. You can Lake these, you know, and just go all over
the ball park.

Dr. Edholm: I think we have to go back again to the word
"enough", and write the objectives in such a manner that indicates
he's expected to have a sufficient amount of embryology so that he
is able to understand the diseased processes or conditions which he
must treat. Can we state the expectations in those terms without
indicating how detailed his knowledge in embryology must be? If we
try %o become too detailed in embryology, too detailed in ans.Lomy.

I
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we almost come down to the point where he says, well, I have to
spend the next five weeks just studying embryology. When that's
done, he can forget it. I don't think that's what we want. We
want him to be able to relate this continuously to the management of
problems.

Dr. Garrett: Could you describe these things in areas of a
physical defect or diseases? Vould that give us the clinical signi-
ficance we've been looking for?

Dr. Peterson: I'm defending not just picking and pulling
directly applicable material, but a small but broad overview of each
Prea, as such, because we aren't smart enough, I'm sure, to realize
the full intent and application of it and, if a guy doesn't even
know the existence of this sort of thing, he's an incompletely educa-
ted man as far as his own progression in maintaining his abilities
later on. So I hesitate to state it so narrowly. These have to be
broad enough in order to be adaptable. In order to do this, we
can't get the objectives too tight.

Mr. Monahan: If Dr. Peterson's point is taken, you are then
preparing a resident to meet some future situation which is pretty
well unknown; therefore. you mvst give it all to him so that he can
remember it all and have all of it to choose from eveytually. It
seems more reasonable for you to prepare him for the moment and also
prepare him to continue nis own education, then you have a little
easier task in the selection of this particular content. Right now,
you are shooting the whole thing at him and hoping he remembers it
when he leaves the residency.

Dr. Ryder: Right.

Dr. Peterson: I think it's the detail which we are shooting at
him which everybody is confusing right now. Tf I'm giving a dis-
cussion of the universe to fifth graders, I'm not gnincj to burden
them with a lot of non-essential details, but they are going to get
the broae overview of what it consists lf.

Dr. alder: The way this works operationally is--an embryology
is sot a bad example--if you just say he wilt. know the general prin-
ciplel of embryology, he'll look at that and come to you and say,
what do you mean; but, if you say, know the general principles of
embryology: 1) he is itble to describe the differentiation of the
giant cells and the mesenchyme; 2) he is able to describe the rota-
tion of the limb buds! 3) he is able to describe the oncology of



- 7 9 -

the bone, etc. Now he knows the things that he must learn, and
in the process of doing it, he gets into the area of musculo-skel-
etal embryology. He has some of the general principles. And when
the thing comes up five years from now that wasn't involved, he can
say that wasn't really the limb buds rotation or the bone's ossify-
ing, but it is an aspect of this person's development that uccurred
during the embryo, and I can go back into the embryology area and
see what I need to know.

Miss McGuire: That's the thing that would be most helpful as
a directive in this document.

Mr. Monahan: But he must develop that attitude of continuing
education or he's not going to be continuing. The point is that
you are getting to a statement of why he needs that knowledge.

Miss McGuire: Some criterion for the selection.

Dr. Peterson: The histology and over-structure belong in here,
toc, and once again this is stuff they are already supposed to know.
This is review, so we don't have to be too ashamed of being too
broad in it.

(Dr. Peterson gave a brief statement of the nature of a
cell and what an incoming resident could be expected to
knob' about it).

I think maybe we are being too picky in justifying our inclu-
sion of some of these things. The facts speak for themselves, I
think.

Dr. Brower: As I said yesterday, I don't see how in the world
you can takd the field of bas4_ sciences and do a categorization of
it. I spr_t weeks on a committee five years ago, and we couldn't
identify it then. You can't do it now. You can play games with
yourself, but you can't do it. And if you did, you shouldn't.

Dr. Garrett: If you took histology out of this little place
where you are talking about tissue healing and principle of osteo-
genesis--

Dr. Brower: Which one is wrong now, Alice?

Dr. Garrett: Six and seven are histology.

""P$ r)
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Dr. Brower: You can't study bone here without studying
histology?

ltDr. Garrett: I think what you are saying is "do you have to
look at this through the microscope in order to know it"?

Dr. Brower: Yes, that's what I'm asking.

Dr. Garrett: Not necessarily, you can read about histology.

Dr. Edholm: What she is saying is that you can study bone
healing at the same time that you study histology.

Dr. Peterson: And I'm saying that the guy who knows how it
heals grossly--

Dr. Brower: Well, I'm sorry, I can't teach him how bone heals
until he knows what bone is histologically. Then, if I want to use
the histological approach to bone healing, I can go that way. But,
I always have to start off with a resident on the way bone looks
under a microscope. This is the way it's organized. Now let's go
over to bone healing. And to say that bone healing assumes that
he knows histology--I can't do it.

Dr. Ryder: So you could take for your objectives in histology
say, 1. He is able to describe the microscopical anatomy of corti-
cal bon -, cancellus bone, and epiphyseal plate.

Dr. Peterson: Well let's just make it broader. Tendons,
skeletal muscle, fibrous tissue, let's just name the things he'll
deal with.

Dr. Ryder: The microscopic appearance of - bone-

Dr. Winter: He's supposed to be able to write that out on a
sheet of paper or to say "that's pink, that's bone"?

Dr. Peterson: He ougloc to know ultra structure, too.

Dr. Brower: When you say that, how ultra do you mean?

;Dr. Peterson's remark i. obscured).

Dr. Winter: My question is that when he gets out of the resi-
dency and practices orthopaedics, is that going to be the knowledge
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which he's either going to be, somehow, deriving benefit from in
his practice or which he is going to use to Evaluate and correct his
practice later?

Dr. Peterson: I need to ask this question: Is this whole
thing supposed to be 100% competency, minimum level to pass, or are
we, once again, beginning to give him a little overload?

Dr. Edholm: Some place in between.

Dr. Peterson: You mean he would have to know, say, 99% of
this list and everything else is extra?

Dr. Edholm: I wonder if we could break this up into two areas?
What we've been talking about is what a resident needs to know at
the end of his program in order to practice effectively. The basic
sciences, to a very large degree, are what he needs to know in
order to go through his residency successfully. In order to learn
all of the clinical things that he has to learn by the end of his
residency, he has to, somewhere early in the game, master a cer-
tain amount of basic science information. So I wonder if we have
to put this material into a separate overall objective?

Miss McGuire: You are Intending this material to be a pre-
requisite to clinical orthopaedics. Something troubles me about
that.

Dr. Ryder: Then we could drop it out of our whole discussion.

Dr. Edholm: No, we still have to do it. But perhaps we could
tackle it in a little different way.

Miss McGuire: Well I was just going to say, something does
bother me about th-t.

Dr. Edholm: It does sound as though he has to know it before
he ever starts residency.

Miss McGuire: That's right. But what you are saying, is that
it is associated with vnderstanding the why and wherefore of ortho-
paedics.

Dr. Edholm: That's right. he's got to go over this during
his residency, and the purpose for his going over it is so that he
can understand the disease process which he is treating. Not so
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that he can treat them effectively after he is out, but so that
he can learn the disease processes during his residency.

Dr. Ryder: Right, if you put that in the proper structure,
then we are talking about inter' objectives. Our work yesterday
is really a terminal objective and these are the interim objec-
tives. I think that clarifies things a good bit as a matter of
fact.

Miss McGuire: Then you can say, the essential elements
understanding are whatever it is that you have to understand by the
time you are through. And then we have provided a criterion for
inclusion and exclusion; you don't have to deal with the total
universe of embryology, but those things from embryology which
help you understand the disease process with which you are dealing.

Mr. Monahan: Veil that seems to settle the question on phy-
siology then.

Dr. Huncke: And pathology.

Dr. Olson: And the basic sciences including genetics.

Dr. Edholm: Incidentally, genetics is not considered as an
element in the scope statement.

Dr. Peterson: No, and I'm sure there are many other areas
which have not been, either, and it could be a sub-heading.

Dr. Edholm: Some place in here, I would guess.

Miss McGuire: Is it cr ical in the counseling of a patient?

Dr. Edholm: We tInd then to genetic counselors right now.
Pe..21e who are better q %lifted than orthopaedic surgeons.

Dr. Peterson: But genetic counselors are not readily avail-
able every place. So it wouid be sort of necessary for an ortho-
paedist, for example, when a patient would ask you, will my other
children have club feet?

Dr. Edholm: Well, you would give them a general answer.

Dr. Brower: Look, could a genetic'counaelor tell them if
their next child was goir' to have club foot?
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(Obscured comments in answer to Dr. Brower's question,
which seemed to suggest "no" as an answer).

Miss McGuire: Well, before anything then is added to this
scope on genetics, we would determine what is necessary for the
orthopaedist to know in counseling patients.

Dr. Peterson: It is essential to know what someone else says
about genetics later on.

Miss McGuire: This may be one of those "one" and "two" deter-
minations.

Dr. Edholm: It doesn't work into this outline of physiology.
I don't know where you would put it in: it can be tied into bio-
chemistry.

Mr. Monahan: Have we ..lont.luded with these certain items?
Are we going to go through content more in detail?

Dr. Edholm: Or are we going to leave it up to you, Dr. Ryder?

Dr. Ryder: It depends on how much time we want to spend on
it now.

Miss McGuire: What kind of guidance do you want at this
point?

Dr. Ryder: I think the guidance that we want comes very
much out of this listing right here, don't you?

Dz. Garrett: I do. This one of Cooper's, there are a number
of areas 4,n here where the basic thing is related to clinical dis-
ease and much of it could be incorporated in this.

Dr. Edlio4,a: A combinatton of these two papers - Dr. Cooper's
and Dr. Peterson's.

Dr. Garrett: Yes, these two together.

Dr. Ryder: Then for guidance here in the aspect of physiology,
do we agree that the proper topics have been included: embryology,
histology, genetics, tissue metabolism, tissue healing, princi-
ples of osteogenesis--are they the right topics in that area?

etalfed 4
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Dr. Edholm: I think that the biomechanics in this par-

!

ticular outline needs to be expanded, although if we combine
Cooper's with it, I think it supplements it. The biomechanics
here are listed in two areas, biomechanics with internal fixa-
tion and biomechanics with orthotics and prothetics and I .

think we need--

because this is just an extension of what happens in utero.
growth and development which probably belong up in #1 or 42,

Dr. Petersoli: I think we could use biomechanics of

Dr. Edholm: That would be the biomechanics of joint
votion.

Miss McGuire: Then these two lint together satisfy th
need of guidance?

Dr. Ryder: Yos, then what we are saying is that these
things listed here are the essential aspects of biomeenuni-:s
and phisiolcwyy.

Dr. Brower: May I add then, in either #6 or #7, tissue
exceptance, that's what you are talking about isn't it?

is.

Dr. Peterson: You mean compatibility?

Dr. brower: Yes, compatibility, that'a what bone grafting

Dr. Peterson: rlell it's a broad fiel'.d--we may be im-
planting muscle some day. Who knows? So, let's call it a
Eaparate thing. I don't care where you snick it. It d

be tissue immunology.

Dr. Ryder: IS'he_tAlking about response to implants?
You are talking about physiological tissue being implanted,
and you are talking about hardware transplanting.

Dr. Peterson: Calling it just tissue immunology covers
a broad host of things, such as, donor immunology.

Dr. Ryder: Are you including glue, etc. Implants sort
of label the whole area. Whether tissue or otherwise, and that
brings us to pathology, right?

277
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Dr. Edholm: Well Cooper's outline here Hits the general
areas of pathology. They may be covered again in the clinical
subjects approach.

Mr. Monahan: Vot,ld you need a separate category of pathol-
ogy if you mate the statement that the resident must know the
underlying pathology of any disease process he deals with?

Dr. Ryder: "ell, using Curt's suggestion for the interim
objective and the thinking on which it is based, I would say yes.

Mr. Monahan: But his statement requires that these knowl-
edges that you refer to are put into the iurriculum but in
relationship to the disease process.

Dr. Eeholm: Yes, this is what I was getting at, it's a
little hare with eh:)yrology to include it in the clinical
stages, but with pathology we can c'o it. Otherwi :e, it sounds
as though we are expecting a block of time spent on pathology.
Maybe we shoule only deal with it in Lhe clinical area and not
have a separate listing of pathology.

Dr. Ryder: But taking it from the l-lehavioral standpoint,
If we have pathology as a separate category, what behaviors are
we going to state in regard to it? That he be able to e,scribe
the cellular activity in acute staphylococci infntion.

(Somewhat obscured discussion in which illustrations are
given similar to Dr. Ryc'er's stressing the point that it is
necessary to know certain pathologies in order to explain
things to patients.)

Dr. Ec'hulm: Those pathologies you would have to know and
describe would logically fall inot the clinical areas.

Mr. Monahan: The objective you stated, Dr. Ryder, would
logically be an instructional objective derived from the con-
tent areas you are suggesting in this scope of a curriculum.
If for example, one of the objectives is to understane Paget's
disease, it would be necess'ry for the resident to know and be
able to describe the Whology in that disease. It seems to
me that we wouldn't have to make such a statement in the
essentials of competence.
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Dr. r der: Then you ate going along with the idea that
the pathology is implicit in the clinical.

Dr. Huncke: You could ray that about all the diseases.

Dr. Ryder: And that's the problem.

Miss McGuire: Well, it's somewhat more obvious in the
pathology of some than of others-- that it is such an intngral
part in understanding some patients' problems.

Dr. Garrett: There are some generalities however, that
you wouldn't want to repeat, and they are li^ted on the second
sheet of Dr. Peterson's paper.

Dr. Peterson: Well under the category of oncology, instead
of calling it pathology or in the boars meaning of pathology- -
there is cellular anatomy. race agair we are back down to the
cell: molecular biology, cancer kemo therapy. This comes out
of what we try to develop in working with pathology a's a.specif-
ic core of information to be taught in orthopaedic pric.A.44y.
Psychogenetics, biologic effect of raeiation, and hes*,,is
wnole bunch of rarlioisotopes, I su,,-,ose. Scanning, and.Awiipus
other techniques _or mmitoring the spread and effects ofd.
Lymphatic system. And the last thing is basic edrmology
enzymology, the definition of neoplasia, something about lesiOh
and metastdtic spread, how it occurs. Then a classification of
soft tissue or bone. Then it's broken down more specifically
into lesions of bone, the benign and malignant and then
metastic and soft tissue lesions, then listing each specific one
at that point. I can see this is going to be an expanding area
of information as time goes on. I hope we don't make the mistake
of getting this too tight.

Dr. Brower: I am not worrying about you getting it too
tight.

Dr. Peterson: In post-operative care and rehabilitation.

Dr. Brower: Vela let's go back to what this is all about.
Do you mean to tell me that the orthopaedist in some little town
who has just pabsec' his Boards should be knowledgeable in those
areas of pathology?
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Dr. Peterson: It depends on what you want to get into- -
why you're teaching pathology in the first place.

Dr. Brower: That's the definition I'm after. But haven't
I covered it by saying that the practicing orthopaedist should
he able to recognize that this individual probably has a malignant
lesion?

Dr. Peterson: And that you hope that the generalist or the
internist will know.

Dr. Brower: Well no, what patient comes to an internist
with osteogeneic sarcoma of the bone?

Dr. Peterson: He comes in saying, "well, I've got a
swelling on my leg, doc."

Dr. Brower: Then who is :le going to consult if he doesn't
see an orthopedist?

Dr. Peterson: vela ysur connotations aren't even going to
see an ochopaedist, they are either going to see--

Brower: ehe orthopaedist is going to bounce around
somwhere. All right, my understanding is that we are now
talking about the essential components, and I do not Delieve
that thy average orthopaedist is ever going to be knoledgeable
in this area. In the first place, the disease is a number of
people mid tie number that have this disease are so inatgrificant
in the total picture, there is no need to educate guys to do that.

Dr. Peterson: I think you are correct ultimately in that,
you as a practicing orthopaedist, are ultimately not going to
deal with neoplasia in orthopaedics. This will be an orthopaedic
oncologist.

Dr. Brower: He's going to 1.,e a regionalized person.

Dr. Peterson: Right, but as of now that has not happened.

Dr. Brower: Oh, it's happening so fast, because the
average orthopaedist who knows that this kid has got osteosar-
coma knows he can't afford to treat him, so he sends him to the
Mayo Clinic. So his essential knowleege is the ability to rec-
ognize that this is probably ost&marcoma, and get him to some
other specialist.

yl



Dr. Rveer: And his essential interim knowledge
that this is a malignant disease and it metastasizes

Dr. Brower: He doesn't have to even know that,
the guy who is hearing him.

Dr. Ryder: Now this is his interim knowledge.
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is to know
the chest.

he's not

Dr. Peterson: We're not asking him for all this knowledge
in biochemistry, etc. We can teach him what he needs to know
in 3 months.

Dr. Brower: In 3 months? For what he needs to know?

Mr. Bligh: In this discussion we may have to do something
with our definition from yesterday o2 what we were talking about
in the areas of confidence. We wanted those things which the new
Board certified orthopaedists must know as a minimum in order to
practice orthopz.4dics.

Dr. Brower: In our classification from yesterday, h class III
means that he must bt able to recognize and then refer. Now in
thi.- thing that you have outlined, I think it is essential that
he be able to recognize and classify the types of bone tumors and
with that classification COWIJ the prognosis ana All that other
stuff.

Dr. Peterson: The vast of the stuff yew ray .t is nice for
him to know but he doesn't have to know it.

Dr. Brower: Yes, that's nice to know. But the average
orthopaedists out in '..he boon docks really don't have to know it.

Dr. Garrett: But there are somethings about cancer which
are important. Everyone with cancer is not sent to the Mayo Clinic.
The orthopaedist should be able to distinguish between malignant
and non - malignant, a malignancy from a non-malignancy. It's

important to know the effect of radiation on bone. There are
many aspects here that should be part of this scope, we don't have
to include everything from this outline about psychogenic' or
cancer kemotherapy or radiation treatment, but only what applies
to us in this category.

2131_
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Dr. Peterson: This is, once again, .iust a broad overview
to inc ae the areas.

Dr. Ryder: Yesterday, we were talking about the minimum
competence, but this does not prccluee any program who has the
facility to provic'e this extensive training from provieing it.

Mr. Bligh: Dr. Garrett, is there any need to specify these
things about cancer in our category I?

Dr. Edholm: !'hat we do need to refer to in the pathology
here is the describing of the common processes: reaction of
bone to infection, reaction of bone to trauma, reaction of bone
to radiation, and things that will be a little more difficult
to get into the clinical area of orthopaedics, where we begin
to talk about specific.disease processes. An' include in that
area neoplasia, for example. We do need a patholoqy section
here, but it eor,dn't have to be an all inclusive pathology section.

Dr. Ryder: Well let's try a couple of behavioral objectives:
a) he is able to write a classification of t-'e tumors.

Miss McGuire; Recognize thew uneo..- the wicros,:ope. (Someone
says no)

Dr. T4inter: lcognize; the x-ray, chaiacterirtics of a benign
and malignELt lesion.

Dr. Brower: And second is to recognizy the thins, that is most
normally missec', recognize normal from abnormal tissue grossly.
The orthopaeCist doesn't have to be al-le to recognise #.114 unddr
the micrJscope, all he has to be able to do is to extract the
abnormal tissue and send it to the pathologist.

Dr. Garrett: He's got to know all the benign ones, and if
he took the rest of them and just lumped them together as cancer
that would he just fine. But he's got to know the berign ones,
and how they differ from the bae one.

Dr. Brower: I think he should he cognizant of that from
clinical, appearance, x-ray, all sorts of things. Now you are
talking about an adult, and 99 times he is going to see a metastic
lesion and he ought to know how to handle that because that's the
everyday stuff.
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Dr. Ryder: But maybe we can rap up this whole discussion
on tumors by saying in behavioral terms that he will be able to
describe the natural history of osteogenic sarcoma, Ewing's tumor.

Dr. Peterson: Add them all.

Dr. Brower: Yes, you've got to have the whole list.

Dr. Peterson: They don't know now to recognize it but you
give them a name and they :an describe it.

Miss McGuire: Well, let's go to the next step. You say you
them a name and they know hm. to describe it, but unfortun-

acely, the patient doesn't come in with the name.

Dr. Peterson: But once they are cued by the pathologist as
to what it is, then they know what to Oo about it, and that's all
we are interested in.

Dr. Ryder: I think we've pretty much covered tumors then.

Dr. Peterson: I think knowledge of tumor spread is pret"y
essential here.

Dr. Ruder: Well we can put that in too--describing the
nacLral history of the tumor.

pr. Edholm: I was going to mention the pathology of the
metabolic diseases. That could go strictly into the clinical area
and not have a separate area under just pathology, itself. As
part of the sub-objectives for overall competence in parathyroid
disease, cardiac, renal disease, etc.

pr. Peterson: Something just struck me here, we've gr't to
have this thing cross-indexed because it crosses itself sc atuch.

Dr. Ruder: Then what we are actually saying is what areas
of pathology must be considered as pathology: tumors?

Dr. Edhclm: General tissue reaction, infections.

Dr. Winter: Energy transfer.

Dr. Ryder: Should infections be considered here?
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Dr. Vinton
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I think so far as general tissue response. But
reaction should be included in clinical area.

Where are you splitting up pathologybones and

Dr. Edholm: Well it becomes pretty nebulous with osteomye-
litis, that's true.

Dr. Ryder: Then we have tissue response to injury, tissue
rcaponse to infection, -issue rsponse co --

Dr. Brower: Metabolic disease, necrosis or 'macular depri-
vation.

Or. Peterson: Metabolic.respoase of the bone.

pr. Browers And we could have, as every classification does,
the category oflaiscellaneous". 9ce., also, are we to include
fibrous displasia, osteogenous imptrfnc'lr, osteoid, and all those
things we don't know where to nut.

pr. Edholm: We could put them in the clinical arca..

pr. Peterson,: After we get through with the prerequisites
which are Category /I, we could have Category III--lesions of -

Dr. Edholm: We end up calling it malignant tumors, benign
tumors, and tumor-like processes.

Dr. Garret: This wouldn't be too bad, because you could
pull out the w'ole area of pathology and physiology as a separate
thing.

Dr. Ryder: So what else then in pathology, besides the big
things, tumor and tissue response?

Dr. Peterson: Degenerative processes, I suppose.

De. Edholm: Degenerative processes of the bone and joint.

pr. Ryder: Have we, then, suddenly arrived at anatomy?

Dr. Garrett: Anatomy to me is something like bone, you need
it all.

I
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Dr.,Rvder: Our completed orthopaedic surgeon ought to be
greatly accomplished as an anatomist in the extremities and the
spine. Is that right or is that wrong?

Dr. Brower: That's an overstatement. Do you feel you can
learn all there is about anatomy today, in the next year without
doing anything else?

Dr. Ryder: Certainly no, but it is an interim objective in
this guy's training.

Dr. Huncke: Put it in the proper perspective, I think what
you are dealing with is surface anatomy, landmarks at various ages
and in dealing with surgery.

Dr. Brower: Well surgical anatomy is good.

Dr. Huncke: Tissue planes.

Dr. Brower: Well I am all for that, but again, if he has not
approached the fusing of the acetabulum in the last ten years, do
you expect him to do that without reviewing it?

Dr. Garrett: But we're not talking about that, we're talking
about the guy who has just finished his residency.

Dr. Winter: You think he should go out with, perhaps, the
need to do it wi;:.hout having had a chance to experience it?

Dr. Brower: I'll go along with that, but when he says, know
all anatomy--I took a nine-month course and then I taught anatomy
for a year, and one year later, after being in biochenistry for a
year, I didn't know any anatomy again. It's something that will
just not stay.

Dr. Garrett: If you learn it in relationship to surgery, or
if you learn it in -:elation to functional evaluation of the patiant,
such as paralysis --

Dr. Brower: That's a different anatomy.

Dr. Garrett: You as a surgeon have to translate that func-
tional anatomy to the specific muscle so the surgeon has to have
both of them.
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Dr. Edholm: I think that a good way to put it might be
under the general heading here. Ve have three types of anatomy
that we would like him to know something about: functional ana-
tomy, surgical anatomy and some degree of detailed gross anatomy.
And yet that really is one of the interm objectives, whereas func-
tional and surgical anatomy are the essentials in the termination
of training.

Dr. Ryder: Well how much should we expect him to know of
gross anatomy? Sho'ild we say he should be able to trace the
course of the brachial artery down the arm or not?

Dr. Edholm: Somebody is going to ask him that, at least I
was asked that.

Dr. Ryder: Aside from someone asking him to do that, what
does he need to do?

Dr. Peterson: How to fiN it, how to know when it's hurting,
and how to not hurt it when it isn't hurting.

Dr. Brower:
the median nerve
the book. If he
ridiculous. You
a special clinic
times a day.

But when he has a case, where he has to expose
from one end to the other, then he goes back to
has to do that from rote memory, I think that's
can't do it that way, unless he happens to have
where he is exposing the median nerve three

Dr. Garrett: But what you need to know is the relationship
of the brachial artery to structures that you will be involved
with if you are going to operate.

Dr. Peterson: I guess it almost boils down to this; as you
operate you eventually pay more attention to the thing2, them-
selves, rather than the names of them. You know there is some-
thing under this and it's always there and you always come across
it, but you've forgotten the name and you really don't care any-
more.

(General discussion - giving examples of a situation in
which identifications of parts of anatomy were not
necessary for successful operation, as long as one under-
stood the structure of what one was cutting through).
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1

1 Dr. Ryder: If we try to put this into behavioral objectives,
it might come out something like this: he has to be able, in the
dissecting room, to demonstrate by anatomical dissection any of the
major structures of the spine or extremities.

Dr. Brower: Why? His end point is not working in the dis-
secting room.

Dr. Ryder: No, this is the interim statement; It's simply
the method of trying to define what we mean when we say he must
know Some anatomy.

Dr. Edholm: Because we hope it will be a beneficial educa-
tional exercise.

Dr. Peterson: Couldn't we leave this one pretty broad and
just say functional and surgical anatomy with the gross anatomy
being implied sending functional and surgical anatomy of the spine
and extremities, and that's the whole ball of wax. Half the
time you're going to be into something that's different even
though you have been through the same thing many times, and
you have to know many ways of getting to it.

Dr. Edholm: It's the unusual thing or the uncommon proce-
dure he has to be prepared for: it's something he hasn't done
before but is now faced with and he can't go back and look it up.

Dr. Brower: Isn't that the distinction between education and
training?

Dr. Edholm: Yes.

Dr. Brower: I see nothing wrong with someone doing a proce-
dure he's never done before, because if he has been educated
properly, he knows the steps through which he can prepare himself
to do it.

Dr. Edholm: I think this is very important. There is a move
afoot by the Joint Commission to indicate that hospitals have to
begin to specify what procedures an individual is qualified to do.
And this means that every time he wants to do something new, he
has to go and ask for permission. If he applies to do a Harring-
ton instrumentation and he's never done one before, the hospital
can say it's not going to give permission. So, maybe our rea-
sons for having a resident learn gross anatomy, for example, can
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be justified on this basis. We don't say how much gross anatomy,
but at least we could justify some gross anatomy and not just sur-
gical approaches.

Dr. Ryder: Well the problem still is, how much?

Dr. Edholm: Yes, and I don't know if this brings us any
closer to that definition.

Dr. Peterson: This is almost saying you jolly well better
know as much as you can possibly soak up and hold.

less.
Dr. Brower: But as you specialize, you need a whole lot

Dr. Peterson: But these guys aren't specialists.

(An extended discussion followed which centered on the
dichotomy between education and training in orthopaedics.
It seemed to be felt that gross anatomy and analysis
about structures, entities in the anatomy, were necessary
for the complete education of an orthopaedist or surgeon.
The limited scope of "surgical anatomy" seems merely to
approximate training in that a resident would learn
rote procedures. The problem of just how much consti-
tutes "some anatomy" was left unresolved).

Dr. Garrett: I would like to see more on this physiology-
pathology block. I'd like to see someone volunteer for a precis
of this information. Someone to take these papers and put it
together before we get it.

Dr. Ryder: Fundamentally, this precis would be a listing
of those items of knowledge and abilities in physiology and
pathology which are minimally required as interim objectives, not
that they are going to be taken with the resident for the whole
rest of his life as his ability to treat a fracture of the radius
is.

(Dr. Peterson assumed the task of doing this sub-assembling
which is to select the topics in these areas and, not ne-
cessarily, although if he would like to he may, express
them in behavioral terms).

2F8
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Miss McGuire: We should get these deadlines down as to
who is going to do what and when.

Dr. Ryder: Veil first of all, Pete's going to do the sub-
assembling in the next six weeks. Alice and I are going to do
the assembling.

(The meeting concluded with the determination of the fol-
lowing timetable: A sub-assembly for which Dr. Peterson
is responsible will be reaching Drs. Ryder and Garrett by
by December 1, the completed assembly will be done by
January 1, 1972 and circulated to the Center for Educa-
tional Development. This document will be returned with
any necessary comments to the assemblers by January 15.
Any revisions will be done and circulated to the partici-
pants by February 15 for their review in preparation for
another meeting March 3-4, 1972).

Jan. '72
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APPENDIX

Categories of competence

I. The orthopaedist, at the conclusion of hi. residency, is
able to establish a diagnosis, define a treatment plan,
carry out the required procedures independently or as a
member of a multi-discipline team.

II. In consultation and collaboration with another orthopaedist
or other physician, the orthopaedist, at the conclusion of
his residency, is able to establish a diagnosis, define the
orthopaedic indications, and take part in the treatment
procedures.

III. The orthopaedist, at the conclusion cf his residency, is
able to recognize certain disorders that may present with
"musculo-skeletal" symptoms and refer the patient for man-
agement of the primary condition.
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INTRODUCTION

The Orthopaedic Training Study has becAl an eight-year
investigation into the nature and variation of orthopa,:dic
residency programs. In its course a proposal to develop a
"core curriculum" in thc basic sciences led instead to the
establishment of a task force concerned with the eventual
competences of a residentthe outcomes of his education
rather than the curriculum to which he would be exposed.

The task force began with preliminary papers, largely
detailing content of the educational experiences, that were
written by a nuw.ber of instructors export in various aspects
of orthopaedic surgery; it then derived the competcnces that
the resident would achieve from these experiences.

The product is this description of essential components.
It is addressed to physicians preparing for a career in
ortLopa(dic surgery aad to their teachers. It responds Lo
a concern of bothin the large and complex discipline of
orthopaedics, what knowledge and skill is "so important as
to be indispensible?"

In no way does this document define the scope, type,
or quality of the work of an orthopaedic surgeon or any other
physician. Emphatically, it has meaning only as an educa-
tional tool.

AUTHORS

The authors are educators in orthopaedic residency pro-
grams, and all have been associated with the Orthopaedic
Training Study. Those are our common denominators. We
differ considerably in our professional interests, areas of
expertise, educational philosophies, and methods. This
document is, therefore, a consensus of perceptions and
values--it is not immutable scientific fact. It must, in-
deed, be reviewed critically and revised from time to time
to be a functional educational aid.

Before we could begin to write out the essential com-
ponents we had to resolve several difficult problems:

1. In what form should the work be cast?

247'4
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2. Whyt should be the scope of this work?
3. HOW shuuld surgical and other motor shills be

indicated?
1. What plaeo does knowledge of the "basic sclence!!"

have in the essential components of orthopaedl_e
surgery?

5. 1'il:4t. placo should be given to components the
authnrs judga to be indispensable although they
arc not erdinarily a part of the contemporary
rusiden,:y Imgram?

6. Doe wcrk establish constraints on competence
or on the amount, range, or depth of orLhop;:odic
experience?

7. Who will use this work and for what :?

1. In what form should the worl... he cast?

The statc.ments are most clear, we decided, if they are
bused on the concept of an instructional objective: a

statement_ of the desired outcome of an educational exper-
ience in terms of the behavior of the learner, c.g. "lhe
resident is able to measure and record the range of motion
at the hip joint." The list of essential components, then,
is a list of the objectiv::, of orthopaedic residency
education, but the objective-writi.ng*methodology has been
freely adapted for this applieat.,on.

2. What should be the scope of this work?

To keep the text from becoming,unwieldly, we have
accepted as fact the fundamental Dompotences of a physician
and have restricted thft,listiny'to the knowledge and skills
generally accepted as the pxoYince of contemporary ortho-
paedic surgery. It is assumed, for example, that if a

*Consulted and adapted were the following: Norman Grunland.
Stating Objectives for Classroom Instruction. New York:
Macmillan, 1970. and Robert Mager. Preparing Instructional.
Objectives. Palo Alto, California: Fearon Publishers, 1962.
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child in a hor,pital develops fever and a rash during
orthopaedic treatment, the surgeon as a general physician
will recognize the possibility of chickeapox and will act
to assure accurate diagnosis, effective treatment and
prevention of contagion.

3. How should surgical and other motor skills be
ihdieated?

The authors perceived the main options to be: 1) that
the skills be identified by implication (ability to care for
fractures implies ability to do open and closed reductions) ,
and 2) that specific skills or procedures be listed (use of
an osLootome, trip. c arthrodcsis). We elected the first
option, because a st of basic mechanical skills seemed
trite while a list of procedures seemed restrictive and
likely to be quickly outdated.

4. What place does knowledge of the "basic sciences"
have in the essential components of orthopaedic
surgery?

e authors believe that knowing "why" as well as
"how" must be a distinguishing characteristic of the
orthopaedic surgeon, and we recognize that academic dis-
ciplines are the foundations of clinical medicine and
surgery. On the other hand, it is rare that the ortho-
paedic surgeon at work functions as a "basic scientist".
His needs acquire understanding and application of the
concepts and principles of the sciences, rather than inclu-
sive knledge in the domains of the pathologist, physio-
logist, biomechanical physicist, etc.

We believe therefore, that residency program
objectives in the basic sciences are interim in nature:
in rather broad terms, they specify abilities that are
required to facilitate accomplishment of the major clinical
goals of the program.

5. What place should he given to components that
the authors judge to be indispensable although
they are not ordinarily a part of the contemporary
residency program?



The orthopaedic surgeon today functions professionally
in a complex of institutions - - legal and social'as well as
medical. His patients' and his own needs oblige him to
interact competenLly with these agencies. The ability to
do so is essential in ft.ct; we believe that it should be
an objective of residency education rather than something
to be achieved only by (often distressing) experience in
the early years of professional activity.

A few programs are already teaching in these areas;
others will surely adapt the methods of the innovators
or develop their own.

6. Does this work establish constraints on competence
or on the amount, range or depth of orthopaedic
educational experience?

No. We acknowledge that a resident may assume he
need know mor,.? than is specified here, and that an
educator may feel constrained from offering in-lepth
experience. Beth interpretations would be completely
false. Programs should use the areas of strength to
help residents accomplish as much as possible; residents
should exploit their opportunities to learn. It is most
improbable that anyone will "know too much" of any
aspect of modern orthopaedic surgery.

7. Who will Jse this work and for what?

We believe that the men and women who dedicate their
talent and time to the education of orthopaedic surgeons
will contrast their progrmas with this list of essential
components, asking themselves "Does the graduate of my
program have the knowledge and skills that are described?",
and, if necessary gradually modify curriculum, teaching
methods, and/or learning experiences so that the answer
will generally be "Yes, he does." We believe that individual
programs may well find ways to work together so that each
can use the strengths of the others to achieve their
common goals.

We believe also that residents who are dedicated to
service as orthopaedic surgeons will use this work to check
their prc.3ress and to identify their accomplishments and
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their weaknesses, so that they can plan independent study
and, if necessary, bring problems to their teachers. With
common objectives known to both, residents and teachers can
cooperate in finding ways to achieve them.

When these questions had been answered to our consensual
satisfaction, we authors next developed a classification of
the "Aspects of Orthopaedic Surgery" which serves as the
reference structure for the listing of essential components.
Each class and subclass were considered in detail as the
individual components were defined and spelled out. Finally,
the whole thing was assembled, reviewed and modified. We
are confident that users will take the next--and important- -
step; to evaluate the instrument and provide constructive
criticsm.

The Task Force

Tom Brower, M.D., Chief
Orthopaedic Surgery
University of Kentucky
Lexington, Kentucky

. Curtis J. Edholm, M.D.
St. Mary's Hospital
Grand Rapids, Michigan

Charles T. Ryder, M.D.
New York Orthopedic

Hospital
Columbia-Presbyterian

Medical 'enter
New York, New York

Alfred Swanson, M.D.,
Chief, Orthopaedic

Alice Garrett, M.D., Director Surgery
New York State Rehabilitation Hospital Blodgett Memorial
Department of Health Hospital
West Havrstraw, New York Grand Rapids, Michigan

Lowell F. A. Peterson, M.D.
Mayo Clinic
Rochester, Minnesota

William Winter, M.D.,
Chief

Orthopaedic Surgery
Valley Medical Center
Fresno, California

0,er,
`".:1
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I
Orthopaedic Training Study Staff

Thomas J. Bligh, M.Ed.

Brian H. Huncke, M.D.

Christine McGuire, M.A., Chief
Evaluation Section

t

James Monahan, M.S.
5,11c Force Coordinator

Carl J. Olson, Ed.D.,
Coordinator -

Orthopaedic Training Study
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Categories of Clinical Competence

I. Ability to establish a diagnosis, define a treatment
plan, and perform specific procedures independently
or as the orthopaedic surgeon in a multidiscipline
team.

II. Ability to establish a diagnosis, define the ortho-
paedic indications, and take part in treatment
procedures in consultation and collaboration with
another orthopaedic surgeon or other physician.

III. Ability to recognize that a disease or injury may
exist, and to assure definitive diagnosis and
treatment by a physician qualified in the appropriate
discipline.

In the Clinical Disorders section of the Detailed
Listing (which follows) these Categories are used to
indicate that the orthopaedic surgeon, at the end of his
residency, brings to the care of most patients the ability
described by the Category assigned to that disorder from
first contact through completed rehabilitation. In cases
specified to Category I that are unusually difficult or
complex because of prior unsuccessful treatment, rarity,
bizarre presentation or other reason, he will normally
share responsibility with a colleague as described by
Category II. Conversely, he may hLve had special
experience with a condition specified to Category II so
that he is able to function independently.

Thus these Categories are descriptive of the norm;
they are not restrictive on the individual.

300



Z Detailed Listing of the Essential Components
of Orthopaedic Surgery

C

SECTION I. PATIENT CARE

A. CLINICAL DISORDERS

1. Injuries due to trauma Category

Fractures and dislocations
Exclusions from Category I:
1. Those complicated by vascular,

neurological or visceral injury,
or by extensive loss of tissue II

2. Those confined to skull and face III

Injuries of ligaments
Exclusion from Category I:
Complicated and multiple injuries of
ligaments in hand and knee II

IInjuries of muscles and tendons
Exclusion from Category I:
Flexor tendons of hand

Burns and other injuries of the integument
that can cause deformities

Vascular, neurological, visceral and other
injuries without skeletal or muscular

2. Disorders affecting the limbs and spinal
mechanism of adults and children

Deformities and impairments due to prior
trauma

Exogenous infections
e.g. osteomyelitis after fracture

*
General exclusion from'Category I:
Disorders in any of the above classes that
seriously impair the function of the hand

301
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III

II
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2. Continues

Amputations of lower limb secondary to
trauma or vascular disorder

Category

Deformities and impairments due to prior I*

infection

Benign tumors of bone, joint, muscle and I*

tendon

Deformities and impairments due to static
lower motor neurone disorder

e.g. poliomyelitis residuals

I*

Tenosynovitis, "trigger finger", ganglion I*

Recurrent c'islocations of joints I*

Hematogenous infections II
(pyogenic and tuberculous)

Malignant tumors of bone, joint, muscle II
and tendon

Deformities and impairments the to cere-
bral or spinal cord disease or injury

e.g. paraplegia, head injury, heredo-
degenerative disease

II

Rheumatoid arthritis and related diseases II

Deformities and impairments due to hemato- II
logic disease

e.g. hemophilia, sickle -cell disease

Amputations of upper limb secondary to
trauma or vascular disorders

*
General exclusion from Category I:
Disorders in any of the above classes that
seriously impair the function of the hand

302
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2. Continues

Vascular and lymphatic deformities and
disease

e.g. aneurysm, Milroy's disease
Exclusion from Category III:

Thrombophlebitis complicating
treatment

Neurological disorders per se
e.g. spinal cord tumor, multiple

sclerosis

Category

III

II

III

Hematologic disorders per se III
e.g. leukema, lymphoma, hemophilia

Dysfunctions and deformities of psychi-
atric origin

e.g. hysterical paralysis, campto-
cormia

3. Disorders of the limbs and spinal mechanism
of adults particularly.

Deformities and impairments residual from
congenital hereditary and developmental
conditions

Osteoarthritis, degenerative joint disease

Degenerative conditions of muscles and
tendons

e.g. bursitis, tendinitis

Mechanical low back strain

III

I

Deformities and impairments due to meta- II

bolic diseases
e.g. gout, osteoporosis

Intervertebral disc herniation II

Deformities and impairments consequent on II
disorders not classified above
e.g. Paget's disease, heterotopic ossifica-
tion, shoulder-hand syndrome, Sudeck's atrophy



3. Continues Catego

Deformity and impairments due to stroke IT

4. Disorders of the limbs and spinal mechanism
of children particularly

Congenital "positional" deformities
e.g. talipes, C.D.H.

Disorders of posture
e.g. flat feet, poor body posture

Osteochondroses including Perthe's disease

Torsional deformities of the lower limbs

Specific disorders not classified above
slipped upper femoral epiphysis, asep-
tic synovitis, tarsal coalition

I

Acquired and congenital limb deficiencies II
including amputations

Complex and rare congenital deformities in- II

eluding congenital deformities of the hand
Exclusion from Category II
Simple polydactyly, rudimentary digits I

Deformities and impairments due to cerebral II
palsy, arthrogryposis, neurofibromatosis,
muscular dystrophy

Dyscrasias of bone II
e.g. osteogenesis imperfecta

Deformities and impairments due to meta-
bolic diseases

e.g. rickets, Hurler's disease

II

Meningomyelocele II

Deformities of the spine including scoliosis II

:304



I

I

-12-

5. Complications of injury and treatment Category

Wound healing complications

Pressure sores

Mechanical complications of orthopaedic
surgical procedures

e.g. loss of fixation, dislocation
after reduction

Other complications of orthopaedic sur-
gical procedures

e.g. vascular, neurological

I

II

Deep thrombophlebitis and pulmonary II
embolism

IIPat embolism

Other medical and surgical complications III

305
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B. METHODS OF PATIENT EVALUATION

The orthopaedic surgeon at the end of residency 4,s able to:

1. Physical examination

Identify and describe deformities, abnormal muscle strength and
function, and abnormal joint motion

Identify and interpret abnormal neurological signs

Analyze abnormal gaits

Analyze the effect on function of deformities and impairments

2. Laboratory examination

Select appropriate clinical pathology examinations and interpret
the results

3. X-ray examination

Select appropriate roentgen examinations and analyze the films;
in unusual and difficult cases with the aid of a roentgenologist

4. Special examinations

Request special examinations (e.g. electromyography) and make use of
the results

C. METHODS OF PATIENT MANAGEMENT

The orthopaedic surgeon at the end of residency is able to:

1. Emergency measures

Apply procedures that save life and prevent further damage in any
emergency situation.

Instruct in orthopaedic aspects of emergency care.

2. Pre-and post-operative routines

Write appropriate orders for medication, preparation, positioning,
and fluids and electrolytes for patients, except for unusual and
difficult cases.

Identify promptly any threat to neurological or vascular integrity.

306
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3. Physical measures

Identify indications for using plaster for immobilization, and for

111
prevention and correction of deformities.

Apply effective spica and circular arm and leg plasters, and plaster
splints

Identify indications for various types of suspension and skeletal
and skin traction

Set up and maintain any standard traction apparatus

Identify indications for lower limb prostheses and orthoses; inde-
pendently prescribe them and evaluate their effectiveness

Identify indications for upper limb prostheses and orthoses;with the
aid of an expert prescribe them and evaluate their effectiveness

Identify needs for crutches and wheelchairs; prescribe, supervise,
and instruct in their usage

4. Measures that require allied health professionals

Involve physical and occupational therapists, social service workers
and other professionals in patient management programs as appropriate

SECTION II. INTERACTIONS WITH COMMUNITY

A. LAW

The orthopaedic surgeon at the end of residency:

1. Understands principles of personal liability as physician

Informs and discusses events with patient and family

Obtains consultations in response to patient's or his own needs

Maintains appropriate records and consents

2. Understands principles of public liability and compensation

Prepares required reports

Employs the appropriate standards and techniques for the evaluation
of impairment

Relates objectively to attorneys and compensating agencies
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3. Understands the physicians role in the adversary system

Prepares for court testimony

Maintains professional behavior in giving testimony

4. Understands physicians' relationship with civic offices

Provides information required by statute

Adheres to the rules of confidentiality

B. SERVICE AND EDUCATION

1. Realizes the contributions of vocational rehabilitation and social
welfare agencies, schools, etc., to the total welfare of patients

Assists them in obtaining the necessary services of the appropriate
agency

Assists agencies in carrying out their tasks

C. PRACTICE MANAGEMENT

1. Understands the socio-economic aspects of effective health care
delivery

Describe correct basis for professional fees

Describe types of practice organizations

SECTION III. BASIC SCIENCES

The orthopaedist, at the end of residency, understands and applies
principles from the following in the diagnosis and treatment of orthopaedic
disorders:

A. Structural and functional anatomy of limbs and spinal mechanisms

B. Pre- and post-natal growth and development

C. Cellular and tissue response to all abnormal states

D. Bio-engineering

E. Human genetics and chromosomal mechanisms

303
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F. Mlero-bio)ory

U. Pharmny,Aogy

H. Physiology

T. Tissue organizhtion and reprar
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INTRODUCTION:

One of the goal.: of Phase II of the Orthopaedic Training Study was the

establishr,vnt of a Task Force for the Evaluation of the Role of Flexibi l ity

in Orthopaedic Education. On December 11, 1971 a preliminary meeting was

held cf interested individuals from the Orthopaedic teaching comunity and

the Center for Medical Education, University of Illinois. The following

report and proposal represent a summary of the thoughts expressed at this

meeting and the pertinent data obtained from the Training St;,:dy as it hears

on the considaration of the introducti on of Flexibility into Orthopaedic

Education.
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FLEXIBILITY PROPOSAL

I. INTRODUCTION:

lho term "Flexibility" has been used frequently in discussing approaches

to Orthopaedic education with certain benefits to such an approach implied, but

rarely spelled out. The changing complexion of medical education in terms of

curriculum, attitudes, student background, socioeconomic trends, and time

requirements have reinforced the need to look at this concept in greater detail,

However, if decisions regarding viwiations in approach to curriculum, respon:A-

bilities, and teaching are to be made they must reflect an overall set of

educational objectives. These goals and the resultent Flexibility proposals

must in turn be pertinent, realistic, and applicable or they will be rejected

as too idealistic or simply more trouble than they are worth.

The following material is presented to help clarify the role of "Flexibility"

in surgical education. It should be considered in light of two levels of ppli-

cation, namely:

A. As an organizational format for the implementation of innovative research

projects related to improving medical education systems.

B. As a guideline for evaluating the role of Flexibility in a currently

existing program. (i.e., Where does it now exist? What does it accomplish?

What changes should be made? What changes can be made ?)

II. DEFINITION AND PURPOSE OF "FLEXIBILITY":

Broadly speaking "Flexibility" can be defined as the degree to which learning

programs can be varied to meet the individual educational needs of a student.

Ideally the purpose of "Flexibility" is to maximize the student's potential

competency within a given educational system.

3!



III. INGREDIENTS OF "FIFYITIIITY".

In order to consider the role of "Flexibility" in achieving maximum compe-

tency, :he following areas of educational endeavor must be delineated. Each of

these areas will be briefly summarized while a more specific discussion of the

particular problem will be presented in the appendix.

A. Definition of Educational Obiectivc.

The desired "terminal behavior(s)" of a student completing his education

must be defined. They will represent a combination of factors based on

the individual's needs and the program's concepts of the essential compo-

nents of competency as they relate to. the individual. Once terminal

behavior is defined it can be subdivided to provide guidelines for

sequencing progression through a particular segment or an entire continuum

of medical education from medical school or residency. The Orthopaedic

entraining Exam, Board Certification Examination, "Essential Components of

Competency"and Chief's Rating System can be collated at this end.

B. Definition of Spectrum of Educational Goals:

Since medical education represents a continuum, all phases of the curriculum

must be considered in determining the role of "Flexibility" because changes

in approach in one area will affect programming of variations in other areas.

The following major subdivisions have been defined to facilitate the step-

wise organization of educational goals, levels of competency, and methods

of achieving "Flexibility".

1. Phase I: Pre med and medical school period. (Appendix B)

2. Phase II: The post graduate basic clinical surgical period. (i.e.,
internship, general surgical residency) (Appendix C)

3. Phase III: The specialty training period. (i.e., Orthopaedic)

C. Definition of Possible Approaches to "Flexibility":

There are two basic methods by which "Flexibility" can be achieved. They

are not mutually exclusive but rather can be used in combination to feet
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the particular needs of a specific progrdm. An individual program mu

with modification use one or several of these options depending on its

own resources and limitations.

The first approach is variation in organization, i.e., how the

student, the time, and subject material i:re selected and sequenced.

The second is a variation in the way educational material is

presented within the organintional limits of a defined program.

The following is a sumary of possible approaches to each of these

major areas:

1. Or2anin,tion) (Appendix A)

a. Vary all the organizational parameters except the definition of

final product which must coincide with guidelines suggested by

the "Essential Components of Competency" and the standards sot

by the OTC.

b. Vary all organizational parameters except fixed tine rotations.

The goal is to assure that everyone reaches his own maximum compe-

tency in a standard time. Note that here the "Flexibility" is in

the nature of competence at the end point. It might be argued

that this is what we do now though it is questionable that the

variation in experience is really in response to individual needs

to maximize competence.

c. Vary the sequencing and material by establishing "Track" systems

that have specific objectives. Selection would be based on screening

evaluation of the entering individual and the student's desired goals.

d. Vary the level of initial placement in standard rotation program.

Placement would be based on competency evaluation screening. Once

the level of introduction into a standard program is chosen, the

3";_5



student would then proceed through the program at a predescribed

pace,

e. Vary the student's selection of a particular program by sc'eening

the person to match a specific type of program. Once the person

is matched with a program he would follow through Lhe standard

sequence of that program.

2. Educational Material and Technique: (Appendices A, D)

a. Vary the service/learning ratio to maximize educational efficiency.

Each teaching area of a program would be analyzed to determine time

spent doing service as opposed to the amount of time spent in educa-

tional pursuits. One approach would be the evaluation of wort load

in terms of the number of clinic patienLs and inpatient beds per

student.

b. Vary the use of teaching personnel to maximize their, particular

talents; i.e., use of tutorial, preceptor, seminar, lecture, and

"rounds" approaches would be based on an evaluation of the make-up

of faculty teaching talents.

c. Vary the spectrum of faculty teaching potential by participation

in staff development programs.

d. Vary the teaching material exposure; i.e., clinic, private service,

outpatients, inpatients, disease types, and age groups.

e. Vary the use of individual program instruction (IPI) material to

allow increased individual pacing of education.

D. Establishment of Evaluation-Feedback System: (Appendix E)

In order to provide a meaningful approach to both the sequencing of an

individual medical education program and the achievement of maximum

educational efficience, pertinent ongoing evaluation-feedback system

3 6



must be established. The student and the program must be able to

profile educational progress, effectiveness, and level cr. competency

in order to make the most appropriate use of the opportunity for

"Flexibility".

E. EstablishirNit of Counseling Proerrwl: (Appendix F)

An effective counseling system must be established to coordinate the

evaluation-feedback data and progyamming in order to produce maximum

educational efficiency. Educational decisions made in this manner

will then be pertinent to both the student and the program.

F. Administrative -Li censure Coordinition:

Once a program is proposed it must be cleared through all involved

educational institutions (i.e., university, medical school, hospital),

to coordinate long range planning, budgeting, and service requirements.

Similarly, state licensure and medical board examination requirements

must be modified to allow for variations in timing and curricular

patterns.

IV. PROPOSAL:

The above definitions, purposes, and ingredients will be meaningful only

if they can be formulated into a feasible plan of implementation.

The following outline summarizes the areas of application and the time

table by which they can be obtained. A more detailed discussion of each of

the proposals will be found in Appendix .

IMMEDIATE GOALS:

Academic - Organizational:

1. Correlation of data related to

Flexibility as collected by the

Orthopaedic Training Study

(See Summary Reports Phase I and

Phase II - Appendix A)

Clinical:

1. Circulation of Flexibility and

Essential Component Reports to

Chiefs of teaching programs.

3 7
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Academic - Organizational:

2. Combining of Essential Components

of Competency and Flexibility

studies.

3. Establi7.hm2nt of Permanent Flexi-

bi li ty Task Force Subcommi ttee.

4. Establishment of Innovative

Projects by interested programs.

These can be applied to any or all

of the Phases of surgical training.

5. Introduction and evaluation of

recently completed pilot IPI

materials.

6. Review of Orthopaedic Board

Certification requirements as

they pertain to Flexibility and

personnel changes as appropriate.

7. Recruit professional educational

researchers for use in establishing

and evaluating surgical educational

research programs.

Clinical:

2. Evaluation of individual program

by chiefs to determine current and

possible additional use of Flexibility.

3. Use of Flexibility Task Force Personnel

for consultation in reciald to specific

program.

LONG RANGE:

Academic - Organizational:

1. Establishment of several demon-

stration centers which would

coordinate the date, from the

Orthopaedic Training Study, the

Clinical:

1. Incorporation of IPI into teaching

programs.

31. 8
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Academic - Organizational: Clinical:

innovative programs, and other

1 educational studies of a compre-

hensive approach to surgical

education.

2. Establishment of Surgical Educa- 2. Widespread incorporation of Flexi-

tional Institute(s). bility approaches based on feasibility

3. Establishment of liaison with other studies by selected programs. Este-

surgical specialty boards, hospital blished Surgical Educational Institutes

teaching programs, and medical would provide consultation service for

schools. specific programs.

A more detailed discussion of each of these proposed will be found in

Appendix

V. SUMMARY:

The above material has been presented to help clarify the role of Flexibility

in medical education while outlining an approach to the further understanding and

application of this concept. It is not intended that all the material will be

pertinent to all situations. Rather it is a proposal which is intended to sti-

mulate greater interest in the educational research and clinical possibilities

of Flexibility by providing a framework within which these efforts can be

effectively coordinated.

The material present in the Appendices is intended to augment the proposal

outline. Additional material will be added as appropriate.



APPENDIX A

FLEXIBILITY TASK FORCE

SUMMARY OF PERTINENT EDUCATIONAL DATA

(Phase II Orthopaedic Training Study)'

I. Introduction:

Phase II of the Orthopaedic Training Study has been summarized in detail as

of June, 1972. The following represents a summary of the areas of data that bear

on the concept of "Flexibility". Based on the format of the Phase II study, the

areas are divided up into those having to do with the individual, payam, and

institution.

A. Individual:

In the analytic study of the characteristics of the individuals going

into Orthopaedics, it was correlated with their performance on the OITE

scores and it was found that there was significant factors which helped

predict performance. These include such things as:

1. Younger age.

2. Higher college and high school grade point averages.

3. Emphasis on academics and less emphasis on technical ability.

If the individual was considered in terms of his attitudes as correlated

to his performance then the following items appeared to be important:

1. Individual generally perceived need for more responsibility.

2. He perceived need for more surgical experience.

3. He felt there was generally an adequate number of private patients

and elective time.

4. He did not consider the ward patients care to be too much.

5. He did not feel that the demands made upon him were impossible.
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Additional studies of the individuals who were permitted to take their

Board Certification Examinations early (ARBC's) indicated that these

individuals were identifiable as high performers, early in their training

program both on the basis of their OITE scores and Chiefs ratings. In

terms of background they tended to have some identifiable differences from

their peers in terms of such factors as having parents who had generally

higher level of education, coming irom larger communities, having chosen

Orthopaedics early, being concerned about making an adequate income, having

higher undergraduate grade point averages, being more anxious about their

acceptance into the program and feeling less sense of competition once in

the program, and finally having somewhat greater sense of satisfaction with

the training program itself.

It is interesting to note that despite the early identification of this

group as superior achievers and their early completion of Board Certificat,ion, 1

with the exception of two individuals all chose to stay on in their programs

to complete their scheduled time. The majority gave as a reason a sense of

needing to "complete the program" for further experience and to not miss the

benefits of the best part of the rotation (i.e., being chief of service).

Therefore there appeared to be a discrepancy between the concept of competency i

as evaluated by Chiefs ratings, OITE scores, and Board Certification scores

and the individual's evaluation of his preparation to progress to a fully

responsible community practice situation.

It seems that there are identifiable differences in background and atti-

tudes of individuals going into Orthopaedics that wiuld permit a meaningful

degree of prediction of their performance. The ability to define these

factors, therefore, allows a more precise definition of the nature of the

321
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individual in the program and his needs for individualized training.

B. Program:

Here again summarization of the research data inlicates that there are

identifiable characteristics of programs which are meaningful in terms of

prediction of performance on OITE, total multiple choice, and total PMP

scores. The following is a summary of some of the points that either allow

prediction of higher scores or separate high scoring programs from low

scoring programs:

1. University programs have statistically higher total multiple choice

scores that nonuniversity programs.

2. In a university program, undergraduate grade point average can better

predict performance than the various specific variations from one university

to another.

3. The nonuniversity program higher performances were correlated with

increased amount of staff who were involved in clinical work.

4. Programs that deemphasized technical aptitude as criteria for

selection of residents did better.

5. Programs in which the residents felt there was adequate elective time

and not too many cases scored better.

6. Programs in which supervision at time of surgery was provided only

when needed rather than on a constant basis did better.

7. Programs in which residents were expected to teach medical students

in which there was sense of intellectual emphasis scored better.

8. In a nonuniversity program, higher scores were achieved when the

residents expressed opinion that they understood the objectives of the

program well and that they did not perceive the Board Examination qualifi-
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cations as being too severe.

9. In the university program, the prediction of scoring in the Pill' was

more associated with the type of program than on individull variation of

one program with another, (i.e., onea again the university program did

better than the nonuniversity program but from ene university progray. to

another there was no correlation of difference with minor v.riations).

10. Programs which had earlier rotations in trauma and evidence of

giving early responsibility to the residents tended to score higher,

particularly in the PMP total scores.

In addition to the above areas the analytical study of factors within thu

program showed that the Following had influence on the overall scoring of the

program.

1. The academic status and location of the chief of the program.

2. Residents were selected on the basis of their academic background anti

interests rather than on their technical aptitude or performance in the

internship.

3. Programs with stated objectives to train community orthopaedists as

opposed to academicians or researchers did better.

4. Programs with wider clinical material makeup did better.

5. Residents of a wider variety of specialists in the program tended to

correlate with higher scores as well.

In a study of performance on OITE multiple choice totals comparing the

ten highest scoring programs with the ten lowest scoring programs, certain

additional differences were noted as follows:

1. Ratio of average number of inpatients Orthopaedic bed per resident

was 50% higher in the lower scoring thaRAU high scoring programs.
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2. The averag rioirr of Orthopedic clinic visits per rcsid2nt was

100 higher in lud scoring progrlms that in high scoring progra;Is.

3. Ratio of hnmher of atte7dings significantly involved in teaching to

the number of residents WAS 50:: lower in the high scoring progrms than in

the low scoring programs.

There were additional findings in this study that corroborated the: data

conceYning programs give: above.

It is interesting to not:' that the data did not support thc concept that

variations from one program to another unide significant diffrence in predict-

ability of performance as well as the general nature and tone and objectives

of the pyogram itself. IndividLal matseup within the particulor program did

not tend to predict scoring except as it related to the person's prior academic

record.

C. Institutions:

Data regarding the nature of institutions and their correlation with higher

performance on the OITE scores indicated that the following characteristics

had some predictive correlation with performance. For purposes of this

report, institutions means the individual hospitals and facilities which

go to make up the Orthopaedic program.

1. Programs where institutions tended to have separate staffs without

significant overlap did better.

2. Institutions where there was a broader variety of patients without

a preponderance of trauma cases did better.

3. Institutions with larger numbers of residents and staff also tended

to do better.
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Except .ror thL: above items, institutional variations did not provide

high predictive correlations with performance.

D. Evaluation and Feedback:

A great portion of the Phase II study was devoted to the validation of

the CITE, Board Certification Examination, and Chiefs Ratings as valid

instruments of evaluation. The data indicated that there was close corre-

lation between these factors, particularly the Chiefs Ratings of clinical,

basic science, and overall competency to the total multiple ',:hoice and

PMP scores. This was further confirmed in the ARBC evaluation of these

factors. The data then tends to substantiate that an effective evaluation

program has been established in terms of stated goals used to develop these

instruments.
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FLEXIBILITY TASK FMCE

PHASE. I. PRE -ICU: rrDIM SCHOOL

A. Introduction:

Traditionally, this has been the period for acquisition of "basic" science

knowledge with career choice deferred to later years. However, with pro-

gressive foreshortening of the time between entering m:Aical school and

selection of a specific field of education, the early years must b

structured to provide both educational and career decision background data.

This approach is not incompatible with current general educational goals

and is quite compatible with the groding trend to introduce "clinical

correlation" in the beginning years.

The educational system thcefore must make provision for these special

considerations which the identity seeking process demands. Introduction of

effective Flexibility is predicated on a system of well defined, graduated

career decisions. Therefore, among its other goals, the educational process

at this level must attend to the followinn needs:

1. Expose the student to a broad range of interest areas.

2. Provide for a basic educational experience appropriate to a

subsequent general or specific career choice area.

3, Identify and evaluate student abilities, knowledge, skills,

interests, and potential.

4. Provide placement counseling to assist in program planning towards

career choice.

5. Provide for career choice changes with minimal 'loss of time.

6. Coordinate current' curriculum with the educational requirements of

the desired career field.
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B. Flexibility Proposals:

The following proposals for Phase I are based on these needs.

1. Basic Teaching Module:

During the final year of medical school, a basic course in surgery

could be given which would be the foundation for further specific

career choice in surgery. It would have the following basic format.

a. Basic Science:

Problem oriented approach to Basic Science aspects of

surgery.

b. Preclinical Correlation Covering.:

1) Surgical specialty survey.

2) Basic surgical skills training.

3) Surgical refinement of history taking and physical

diagnosis.

This approach would deal with the problems of providing an introduction

to surgery, a learning experience applicable to a broad variety of

surgical career choices, and a method Of evaluating career interests,

skills, and potential. This would not supplant the need for all

students to have basic clerkship in surgery at an earlier level, but

rather more effectively deal with those who have made the broad choice

of surgery.

2. Identification - Student Profile:

The above educational proposal can be expanded to include evaluation

of personality, aptitude, and interests of persons who have made the

initial broad choice of career in surgery, providing basis for

3
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evaluating and counseling students in defining their surgical

career choice:. (See APPENDIX E. "The Role of Evaluation in

Flexibility")

3. Placement Counseling:

The final aspect of an overall approach to the early surgical candi-

dates is the establishment of an adequate counseling system that

would facilitate the placement of a student in the proper area and

help him plan his program most effectively. The data obtained as

a result of the basic educational and identification-profile programs

would be correlated with the various opportunities available for

further education. (See APPENDIX F. "The Role of Counseling in

Flexibility")
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FLEXIBILITY TASK FORCE

PHASE II: POST GRADUATE 2ASIC SUE GICAI EXPERIENCE:

A. Introduction:

This period walld provide the transition from the basically wide based and

academic Phase I to the specific, directed exposure of the Phase III (i.e.,

Orthopaedic training). This period represents the post M.D. degree phase of

education. It is the first entirely hospital based part of the program and

represents the first opportunity for individual responsibility for patient

care. The basic and skills learned in Phase I will be expanded and tested.

It is also the period in which "Service" requirements become significant.

B. Prooram Description:

1. Areas of Coverage:

a. Service Requirements

b. Further Skills Training, general, early,specific

c. Further definition of career choice

d. Preparation for Phase III specialty training by participation in

direct and related areas

e. Ongoing Evaluation with counseling and redirection of education

as appropriate: requires coordination with other specialties.

2. Parameter of Phase II Training Program:

a. Time Requirements will be based on several criteria:

1) Number of related areas to be covered in preparation for

Specialty Phase III

2) Basic time unit to be used for rotation through related areas

(i.e., basic 2 month units which can be added together as

appropriate for emphasis or enrichment)



C

C

APPENDIX C

Page 2

3) Specific needs of student based on ability and needs

b. Related Areas to he covered will be based on specific needs

of the specialty choice (Phase III) and the student.

c. Level of REsponsibility_within a specific area can he varied

to match the student's ability as well as prior training.

However, the need for variations in levels of responsibility

should be minimal if Phase I evaluation has been utilized

effectively.

d. Service Requirements can be net by providing uniform building

blocks of time, adequate preplanning of schedules based on

adequate ongoing evaluation techniques, and flexibility in

sequencing. Most areas of exposure at this level do not

require background exposure greater than that provided in

Phase I.
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FLEXIBILITY TASK FORCE

"SERVICE" REQUIREMENTS AND FLEXIBILITY

A. Problem:

The perception of hospitals to provide a level of medical ure has a strongly

limiting influence on the possible incorporation of Flexibility into a training

program. Because residents are paid by hospitals, the control lies within the

hospital administrative mechanisms rather than the academic organizations. This

barrier requires that each program carefully evaluate the nature of their "service"

and "academic" requirements and the interaction of these two areas. Until these

definitions are made no significant approach to altering the nature of programs to

provide Flexibility can be achieved. The following represents an approach to this

evaluation.

B. "Service"/"Academic" Delineation:

1. Responsibility for patient care within an institution is not necessarily

exclusive of that situation having academic value. The question becomes

"When does a situation cease to be a learning experience and become a

'work' experience?" The Orthopaedic Training Study showed that there was

evidence that if the ratio of outpatient, inpatient, and staff to the number

of residents exceeded certain limits, then these programs tended to score

poorly in the examinations. This would indicate that there is generally an

optimal ratio of patients and teaching staff to residents that provides an

opportunity for learning within a situation providing patient care services.

It is on this basis that initial analysis of the academic environment of the

institution should be started.

This approach is further supported by evidence that programs in which the

resident perceived that there were not too many ward patients, that they

generally wanted more responsibility for patient care and finally felt that

3,71
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they would prefer to have more surgery, did better in their academic

scoring. These high scoring programs also carried with them the attitude

of the residents that they had adequate elective time. It would seem

therefore that in programs in which there is an overload of patient care

related to the number of residents and size of the teaching staff that

the academic environment suffers and that the delivery of patient care

becomes work oriented rather than learning oriented.

2. Suoqested Ap2roach:

Based on the above concepts, it would seem that theAl4tial approach

would be to evaluate the institution in terms of its staff and patient

care load ratios to residents in order to determine whether It falls

within the ranges found to be effective for teaching purposes by the

Phase II Orthopaedic Training Study data. A profile for all services

and institutions within the program should be done. This would allow

the program to change within its own makeup if there are any dispropor-

tionate facets in the program.

This data would also provide a basis for further discussion with the

institution regarding the balance between the delivery of patient care

services and the academic commitments of the institutions. In this way

rigidly perceived service needs by the administration may be significantly

altered and made potentially more flexible so that changes within the

academic program to meet the needs of people can be instituted.

An additional factor which must be evaluated by the teaching program

is the level of training required to carry out specific area of patient

care responsibility. It is evident from the Orthopaedic Training Study
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that residents are desirour of earlier responsibilities and that in cases

where this is provided it correlates with much higher scoring on subsequent

examinations. This would indicate that patient care needs can be reoriented

particularly in earlier phases of medical education, leaving the latter years

of education for the more specific needs of the individual. The delivery of

a known amount of patient care should be precisely defined in terms of the

level of medical expertise necessary to perform it, (i.e., it is vc'y

conceivable that a properly supervised fourth year medical student could be

carrying out patient service responsibilities that a first, second, or even

third year resident is now doing). The educational benefits would be provi-

ding earlier patient responsibility to the fourth year mAical student and

also freeing the more advanced resident for more specific training.

An alternative approach to the problem of service requirements would be

to run parallel services in which the resident is in a purely work environment

alternating with purely "academic" environment. There are certain areas of

medical education which lend themself to such a concept, such as period of

basic science or research endeavor but in other areas it is difficult to

separate the patient care treatment and responsibility from the learning

process. However, once again each institution must evaluate its work and

its academic responsibilities before it can begin to structure a program

that meets both needs.
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THE ROLE OF EVALUATION IN FLEXIBILITY

DR. CARL OLSON

Evaluation is often defined as the collection of data for decision-making

purposes. The demands of modular scheduling are such that three tyres of data

are required for effective decision making if the learner is to achieve mastery

of the subject matter.
1

The first is ongoing, continuous, formative evaluation

to provide information useful for directing the study and other inplem3nts of

of learning. For example, such decisions as when "enough" time has been spent

in the traction or plaster learning laboratory, when basic surgical technique

has been "mastered".

The second requirement of an effective evaluation strategy requires summative

or end-of-instruction evaluation primarily to certify the achivement of the

student. The obvious extant example is the Board Examination. However, some

programs presently use the OITE as a check on the individual's competency before

permitting him to continue in the program.

These two provide effective framework within which the decision-making

process may take place efficiently. The first is to provide an ongoing feedback

to both program and student at a time when weaknesses and noted deficiencies can

be corrected relatively easily and quickly. The latter provides an opportunity

for the application of an external "yardstick" common to all programs to estimate

the overall ability of the program to provide effective training experiences.

These elements seem to be satisfactory evaluation base, once the student

is in the program. However, they do not provide data for decisions regarding



initial placement, i.e., where the beginning point of a student's program

ought to be, For instance, as shown by the study of the early Orthopaedic

residency board candidates, some individu:Als appear from the beginning to

possess knowledge, skill, and ability that mark them as superior to their

fellow students. Requiring them to participate in experiences designed to

teach them skill level already attained is extremely wasteful of time,

resources, and enthusiasm.

Moreover, the portion of the residence most analogous to independent

practice (chief or senior resident status) should be preserved, and final

judgments rendered by those both intimately involved and best qualified

to make the judgment. Preservation of at least part of this segment of

the residency means that reduction in time (if that is one aim of flexi-

bility) should be accomplished elsewhere. Thus, advanced placement or

standing withIn the educational training structure could accomplish both

purposes: shorten the training time where appropriate and preserve those

exposures and experiences that can be used to collect further evaluation

data through personal observation and contact.

Once this general plan is accepted as an operating framework, the

activities required to support it can begin. These are outlined:

1. Identify content elements (terms, facts, rules, synthesis, skills,

types of problems, etc.) which have not been introduced to student

in prior experiences.

2. Define the level of cognative function (memorization, explanation,

application, analysis, etc.) necessary for a student to master each new

content element.

3. Specify relationships between content elements at different levels of
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cognative functioning. The relationships should indicate which

content elcments at simpler levels are prerequisite to learning

content at more complex levels.

In short, criteria indicates the essential components of competency which

are being identified by one task force in the Orthopaedic Training Study. These,

combined with the formative, summatize, and advance placement steps outlined

above, constitute the contribution of evaluation toward the developwnt of

flexible programming.

iBlock, James (ed.), Mastery Learning Theory and Practice. New York:
Holt, Rinehart, and Winston, 1971, pp. 77 -73.
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THL Rnli. OF COUT:,illr arYIBILITY

C.L. NASH H.N.

CARL J. 0!.SO1

Traditionally, medic-A career deci,ion r;:tin,.; has usually be.1 postponed

until the last possible moTent. This doe!. not reflnt a basic inability of

students to mac' a decision, but rather their bo:;ic reluctance to do so. The

reasons for this lack of readinc:-.s to m::ke choices are not particularly ohscure

when the current mAical edr:ational structure is viewed in light of theoics

of how persons arrive at career selection* The ingredients necessary to make

decisions are rot all present at the sane time. However, pro.,-.1r decisional

sequencing is essential to the most effective educational advarce,ent of a

student. It achieves two goals: First, it allows progression teyards a 0031

in the most efficient manner possible and second, it assures the student that

the direction in which he is going is the best one for him. Under these condi-

tions, the student's enthusiasm will be maximized resulting in a high level of

productivity and positive feedback.

Although there are several theories regarding vocation selection processes,

the one which seems to encompass most elements is Super's
1

proposal of a series

of increasingly discriminating decisions. Career selection evolves develop-

mentally from a sequence of action-reaction situations. The ingredients necessary

to promote this chain of events in a meaningful manner are:

A. Establishment of a personal data and definition feedback system.

B. Adequate display of the spectrum of feasible choice options.

C. Matching of point A and B.

D. Opportunity for reality testing of choices before irrevocable
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ePmitwn L in eslablihed.

Points A, B, and C are the dorl3in of counseling and do not repres-mt

a new apProah (fcrson, l'irr)), They have an establHIg effectiveness if

properli approacn:d on.] are fe,lsible within a t,Idical educational systeri.

PoiK Falls into the realm of redic61 curricu1nr1 planning. The

concept of "rototierv.' thronc:h a particuL:r zoa of wdical discipline

allows the sud'r to cu4parc his concents of self and carer ikntification

with tin: "rJ:Aity" of that discipline withput 1;;!ing coluittod to that area

If ti i..; appreoch is em!'incd with educational r.!oals it all 1,!vols of training,

two b-,%-..fits will he gained. First, the process of acquisition of medical

inforrotien will f,e reinforced and secood, the correlation of cducL,tion and

personal prefile wiLh the brsiuss of being a doctor will be further clarified.

Al though this approoch to counneling should apply to all phases of nodical

cdocation, further delineation of its relevance to Orthopaedic training will

be discussed in order to suggest practical modes of appreciation.

The data from a large numi)er of research studies suggests that each radical

specialty has a chracteristic set of attitudes and aptitudes which differentiate

them from those in other specialties. Early identification of the attitudes and

artituies of medical student could facilitate their selection of a medical

specialty and provide the basis for career counseling.

Counseling might well take the form of surveying the individual in a

'lumber of areas (attitude, values, career aspirations, knowledge of career, etc.)

and constructing a counseling profile based on this performance. The Kuder

Preference and other inventories utilize this method of reporting results. The

individual's profile is then compared with those who are presently in a given

specialty ire an attempt to obtain reasonable profile matches.



In Orthopaedics, the counseling might well be a non-forced choice series

ot ;ostruments desined to help the counselor explore with the potential resi-

dent his profile compared to others who have demonstrated success. The report

might well take the form of "betting odds", suggesting that the potential

resident profile is similar to those who are most successful or who have

difficulty in certain aspects of the specialty, However, it would not be an

e./.c.' ding device, i.e., one that would keep men out of a program, but rather

a survey that vould alert both resident and program to sources of potential

danger by sajtig, "You score like a resident who had difficulty mastering

surgical technique", or "You score lie a resident who encountered difficulty

in dealing with nurses and other allied health personnel." Non-career committed

"rotation" experience would be the "in vivo" expression of this approach to help

test the reality of the proposed comparisons.

Thus, the resident and program would be aware of areas of deficiency,

incompatibility, and the extra effort ce'(tain candidates might require. Perhaps

such a counseling strategy would be self defeating - those who were counseled,
4

being alert for specific problems would concentrate on them to such an extent

that new profile data would be required to periodically update the basis upon

which the predictions were made. However, periodic profiling of the student

would be part of the ongoing evaluation system so that this potential problem

would be recognized.

Obviously, only the'specialty resident level of profiling has been discussed

here. Extension of this approach to earlier levels of medical education is

equally feasible.

The ultimate refinement of a counseling and placement system such as outlined

above would include recommendations not only for6specialty,but program and place-
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ment within that specialty. This could include matching program and potential

resident's profile to provide a graded list of programs and placements.

The preput could include listing programs in order from greatest to least

probable of success for a given resident. Sucn a profile might also include

the level at which the resident could begin in a given program, or when coupled

with a test of knowledge, indicate the area in which skill mastering only would

be required.

As a result, the resident would know the degree of success he could

reasonably expect in a given program, the areas of weakness, and those in

which sufficient competence had been developed. With both program and

resident appraisal of this information, both could make choices based on

factual information.



TITLE: Staff Development

PURPOSE: 1. Se :f-study materials for attending staff to
improve teaching skills.

2. Orientation and introduction to education for
new attending stafC.

TAR ET
PWULATiON: Attendings and Senior Residents interested in

Education

LRIa2 DESCRIPTION OF MATERIALS: Especially developed and selected

Especially developed and selected source materials, plus
"tricger" films are coro,bined to provide a relatively autonomous
:ieriesof teaching materials. Most include demonstrations of
c:mel technique.

UNIT ARRANGEMENT'

12 learning units, most with 2 sessions, each can be
utilized independently or sequence can be altered to meet local
condiions

OTHER:
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Instru

Introduction

The suggested situations and instructional outlines con-
tained in this manual are simply that--suggestions. It is anti-
cipated that each user will modify these materials for his own.
specific setting and specific purpose. Additional uses, new ap-
plications, and innovative developments, hopefully, may occur to
the user with greater familiarity and experience.

General Outline

Each learning unit is designed as a relatively autonomous
one, requiring neither a specific antecedent nor follow-up unit.
Most 'are accompanied by at least one instructional guide, de-
signed primarily to serve as a model for further development as
dictated by the local situation.

To help you develop some skills in lesson planning, the
"Guideline for Presenting Units of Instruction" aid "Character-
istics of Desirable Learning Activities" are included for your
use. You may wish to distribute these later to participants,
but their primary purposes are to sharpen your skill before

--presenting any of the learning units and provide a well organized
initial presentation.

Within each learning unit are several adjunctive parts which
may be varied according to local conditions. While the number o4
parts may differ from unit to unit,' they typically include:

1) A "Trigger Film" designed to be used according to
the generalized film guide as an initiator for discus-
sion. Since this is a relatively new technique, a film
guide outlining the goals and objectives of the trigger
films developed for use with these materials is included
as Appendix A.

The film guide discusses the way in which
these films may be used; some are designed for very spec-
fic learning units, but may be adapted to other appro-
priate uses.

2) An instructional guide pointing out research data,
general comments on the topic and/or a list of references
to other educational works that may have bearing on the
lesson unit intended primarily for background information.

3) A brief article or monograph written by an authority in
the field, that is especially pertinent to the lesson unit.

1 - 1
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4) An instructional sequence showing one suggested break
down and outline for teaching the unit.

5) An evaluation method or instrument designed for use
in evaluating local effects in the area being discussed.

Again, these may be used in a number of ways depending upon
the resourcefulness of the local staff person conducting the se-
ries. For example, the negative "feedback" film is equally appro-
priate as an introduction to one to-one teaching. It should also
be noted that the instructional sequences are not related to a
time constraint. Since a variety of local circumstances may im-
pinge on the way in which materials are developed, it was thought
best to leave the actual time schedule to those presenting the
units: You will note the word "Break" on the instructional out-
lines, this can be a coffee break, or a week or more delay, again
based on local conditions. The only limitations are those imposed
by good educational practices.
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instructor's Learning

Guidelines for Presenting Units of Instruction

Most educators believe that, "In general learning activities
should be planned so that the learner is able to . . . ". In
preparing to implement these units of instruction, it might be
helpful to plan according to the sample design presented here.

General Goals

To enable a faculty member to examine his role and perform-
ance as a teacher with a new and informal perspective -

Specific Objectives

1) be able to formulate (write
behavioral objectives in terms
of student outcome)

Sequence of Activities

1) Overview of goal and. what
you want them to be able
to do

2) plan effective learning acti- 2) Group into pairs to develop
vities to implement the behav- a sequence of activities
ioral objectives. Specifically, for. the state general ob-
the faculty member should be jective 20-30 mins.
able to a) choose and b) se-
quence the learning activities 3) Put several sequences on
that will achieve his objectives the board and discuss the
at an acceptable level of corn- likelihood that each would
petence result in achieving the

goal
3) know available methods of

evaluation 4) Identify their own general
goal, specific objectives
and sequence for a short
unit of instruction

I. The above specific behaviors contain three elements: terminal
behavior of the student; conditions under which the behaviors
will be performed; and the degree of proficiency expected of
the student.

In doing this section, it helps to just briefly discuss the
format of the general instructional objective and related
specific behaviors and assure participants that you just want
them to have a feel for it at this time, not a mastery--and
that you'll get back to the details of it later. The part
you want to emphasize in this session is the sequence of
learning activities.



Suggusted outlin for a lecturetto on secpcneing emphasizes
four points which may be used with participants:

1. Think in terms of proccs, not content, that is, the
steps you would want to go through to achieve the gen-
eral instructional objective rather than the content
one should master;

2. Say to yourself, "If I were the student, what sequence
or set of activities would most likely to insure that
I would achieve the general instructional objective?"

3. Ask yourself, after developing your sequence, is it
likely that you would be able to perform the specific
behaviors you identified as your test if you went .
through the sequence? and,

4. Apply the checklist to your.sequence, make any neces-
sary revisions.

II. After discussion of above, have them pair and develop a
sequence to achieve the general instructional objectives
"uses principles of interviewing .

General Instructional Objectives

Uses principles of interviewing to conduct initial interviews
with new patients.

Specific Behaviors (Evaluation) Sequence of Activities

1) Analyses six video-taped inter- 1) Process, not content
views with a variety of new pa-
tients in a manner that is at
least 80% in agreement with 2) If. I were the student
that of experts

2) Conducts satisfactory initial
interviews with six randomly
selected new patients in a
hospital setting in such a
way that at least 80% of the
behaviors judged essential
by experts are evidenced.

3) Is it likely

4) Checklist

Tell them to be sure to go through the four steps above.



After 20-30 minutes, put a couple of sequences on the board;
discuss in terms of the likelihood that each would result: in the
achievement of the objectives. Emphasize that probably each pair
has a different sequence; there is no one best sequence; final
test must be whether .or not students can do the, specific behaviors,
pass the test as it were.

III. Key points of this session:

1. Multiple modes of instruction are necessary to
achieve complex objectives;

2. No one sequence is best; can use as guide, our own
experience and generally accepted principles of
learning;

3. Final test is, can students do what you said they
should be able to do, i.e., perform specific be-
haviors;

4. Organizing instruction in terms of systematic plan
ning procedure, can influence teaching behaviors;

5. Procedures we're working with are applicable to
course, unit, 1 hour of instruction, or even 15
minutes of instruction, the notion of specifying
objectives in terms of expected student outcomes,
developing a sequence of learning activities, as
opposed to a lecture, for example, and specifying
some behaviors that represent application of the
knowledge acquired to real or close to real situa-
tions; evaluation.

1-5
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CHARACTERISTICS OF DESIRABLE LEARNING ACTIVITIES

These statements generally reflect accepted principles of
learning. This list is not complete, nor are the statements
listed in a particular order.

II' GENERAL LEARNING ACTIVITIES SHOULD BE PLANNED SO THAT THE
LEARNER --

* is an active participant; not a passive receiver.

* will see relationship between planned learning activites and
specified instructional objectives.

* gets satisfaction from correctly carrying out the behaviors
implied by the instructional objectives. Reward for success
will facilitate learning better than will punishment for a
failure.

* will achieve the specitied objectives within the period of time
allocated.

* can practice the learned behaviors in varied contexts in order
to determine the limits of generalization.

* participates in setting goals for himself.

* can deal with conflicts and frustrations that inevitably arise,
in both the process and environment of learning.

* can see the rational order of activities - simple to complex.

* is encouraged to think divergently to find innovative solutions.

* can observe the skills that are to be learned being correctly
performed - has a model - before he attempts them himself.

* knows in advance what he is expected to learn and why it is
relevant for him to learn it.

* can periodically practice using his new knowledge and skills to
firmly fix the learnings.

* receives immediate feedback about his performance.

* knows the level of competence he is expected to achieve for
each instructional objective.

* can regularly reflect upon his learning progress and;



CHECKFAYST

FOR ASSESSING THE DESIRABILITY OF PLANNED LEARNING ACTIVITIES

The questions below reflect generally accepted principles
that should be Laken into account v.hon planning student learning
activities.

Once you have defined your instructional objectives, and .

tentatively formulated learning activities to achieve then, it
is suggested that you follow the procedures outlined below before
finalizing your plans.

Place a cheek ( ) next to each question listed below that
you feel you can clearly answ,:r YES.

For those questions for which your answer is clearly NO dr
for which you are uncertain about: your answer, do one of the fol-
lowing:

(a) Review the learning activities you have planned and
revise than so tLat you can answer YES to the ques-
tions; or,

(b) Articulate for yourself your rationale :Tor not plan-
ning learning activities in terms of the ideas ex
pressed in those questions.

1. Are the learning activities I have planned clearly related
to the instructional objective(s) I have specified?

2. Am I clear in my own mind about the level of comp-2tence
I want students to achieve for the objectivets) I have
specified?

3. Are the learning activities I have planned comprehensive
enough so that it is reasonable to expect that students
will achieve at the level of competence I desire?

4. Have I made adequate provision in my plans to make sure
that students will understand at the outset the level of
competence I expect them to achieve?

5. Have I made adequate provision in my plans to make sure
that students will understand the relevance of my objec-
tive(s) to their own interests/needs?

6. Have I planned for students to be actively involved in
learning rather than passive listeners or viewers?



7. Will students have adcquiiLe opportunity to cbscrve the
knowledge or skill to be learned being correctly used in
context?

8. Has adequate provision been made for stnclent s to practice
using the knowledge or skill to be learled with careful
supervision, re-:eive immediate feedback on their perform-
ance, and practice again until the desired level of com-
petence is reached?

9. Has adequate provision been made for students to reflect
upon, digest, discuss, and challenge the experiences
provided?

10. Will students have opportunities to use the kneedga or
skill learned in new ways, that is, have I structured the
learning activities to allow for divergent thinking which
can lead to innovation solutions to problems?

11. Will students have adequate opportunity 'to discuss their
efforts to do (10) above?

12. Have I planned the learning activities so that students
will be able to achieve reasonably- immediate sa'cisf,..ction/
reward for their efforts?

13. Is it reasonable to expect that students can learn what.
I expect them to learn in the allocated period of time?

14. Have I anticipated the conflicts and frustrations that
students are likely to experience in the course of learn-
ing ,hat I want them to learn and adequately prepared
to deal constructively with them?

15. Have I organized the learning activities so that they
are obviously rational rather than arbitrary and mean-
ingless?

16. Have I made provision for students to set goals for them-
selves in addition to the goals I have prescribed?

17. Have I planned a variety of activities in order to rein-
force learnings I want to occur?

18. Have I planned to implemet the learning activities I
have planned with a view to assessing their effective-
ness, that is, the degree to which they result in stu-
dents achieving what I want them to achieve?



19. Have I made provision in my p)ans to record unantiei-
patca consequences of the learning experiences I
provide'

20. Have I reviewed my planr; with at least one colleague
whose opinions I respect and modified them in terms
of feedback received?



instructor'F; Notes

Introduction

The suggested situations and instructional outline cr.-
tained in this manual are simply that--suggestions. It ant

cipated that each user will modify these materials for his own
specific setting and specific purpose. Additional uses, new ap-
plications, and innovative developments. hopefully, may occur to
the user with greater familiarity and experience.

General Outline

Each learning unit is designed as a relatively autonomous
one, requiring neither a specific antecedent nor follow-up unit.
Most are accompanied by at least one instructional guide, de-
signed primarily to serve as a model for further development as
dictated by the local situation.

To help you develop some skills in lesson planning, the
"Guideline for. Presenting Units of Instruction" and "Character-
istics of Desirable Learning Activities" are included for your
use. You may wish to distribute these later to participants,
but their primary purposes are to sharpen your skill before
presenting any of the learning units and provide a well organied
initial presentation.

Within each learning unit are sevral adjunctive parts which
may be varied according to local conditions. While the number ofi
parts may differ from unit to unit, they typically incliide:

1) A "Trigger Film" designed to be used according to
the generalized film guide as an initiator for discus-
sion. Since this is a relatively new technique, a film
guide outlining the goals and objectives of the trigger
films developed for use with these materials is included
as Appendix A.

The film guide discusses the way in which
these films may be used; some are designed for very spec-
fic learning units, but may be adapted to other appro-
priate uses.

2) An instructional guide pointing out research data,
general comments on the topic and/or a list of references
to other educational works that may have bearing on the
lesson unit intended primarily for background information.

3) A brief article or monograph written by an authority in
the field, that is especially pertinent to the lesson unit.

1 -
4130:3
3qt-el



Instrw...t.or's Learning Guido

Guidelines for Presenting Units of Instruction

Most educators believe that, "In general learning activities
should be planned so that the learner is able to . . . ". In
preparing to implement these units of instruction, it might be
helpful to plan according to the sample design presented here.

General Goals

To enable a faculty memb to examine his role and perform-
ance as a teacher with a new and informal perspective -

Specific Objectives Sequence of Activities

1) be able to formulate (write
behavioral objectives in terms
of student outcome),

1) Overview of goal and what
you want them to be able
to do

2) plan effective learning acti- 2) Group into pairs to develop
vities to implement the behav a sequence of activities
ioral objectives. Specifically, for the state general ob-
the faculty member should be joctive 20-30 minx.
able to a) choose and b) se-
quence the learning activities 3) Put several sequences on
that will achieve his objectives the board and discuss the
at an acceptable level of com- likelihood that each would
potence result in achieving the

goal
3) know available methcds of

evaluation 4) Identify their own general
goal, specific objectives
and sequence for a short
unit of instruction

1. The above specific behaviors contain three elements: terminal
behavior of the student? conditions under which the behaviors
will be performed; and the degree of proficiency expected of
the student.

In doing this section, it helps to just briefly discuss the
format of the general instructional objective and related
specific behaviors and assure participants that you just want
them to have a feel for it at this time, not a mastery--and
that you'll get back to the details of it later. The part
you want to emphasize in this session is the sequence of
learning activities.



1 2

4) An instructional sequence showing one suggested break
down and outline for teaching the unit.

5) An evaluation method or instrument designed for use
in evaluating local effects in the area being discussed.

Again, these may be used in a number of ways depending upon
the resourcefulness of the local staff person conducting the se-
ries. For example, the negative "feedback" film is equally appro-
priate as an introduction to one -to --one teaching. It should also
be noted that the instructional sec !ences are not related to a
time constraint. Since a variety of local circumstances may im-
pinge on the way in which materials are developed, it was thought
best to leave the actual time schedule to those presenting the
units. You will note the word "Break" on the instructional out-
lines, this can be a coffee break, or a week or more delay, again
based on local conditions. The only limitations are those imposed
by good educational practices.



Suggested outline for a icchireLte on sequencing emphasies
four pointS which may be used with participants:

1. Think in terms of process, not content, that is, the
steps you would want to go through to achieve the gen-
eral instructional objective rather than the content
one should master;

2. Say to yourself, "If I were the student, what sequence
or set of activities would most likely to insure that
I would achieve the general instructional objective?"

3. Ask yourself, after developing your sequence, is it
likely that you would be able to perform the specific
behaviors you identified as your test if you went
through the sequence? and,

4. Apply the checklist to your sequence, make any neces-
sary revisions.

II. After discussion of above, have them pair and develop a
sequence to achieve the general instructional objectives
"uses principles of interviewing . . .".

General Instructional Objectives

Uses principles of interviewing to conduct initial interviews
with new patients.

Specific Behaviors (Evaluation) Sequence of Activities

1) Analyses six video-taped inter- 1) Process, not content
views with a variety of new pa-
tients in a manner thvt is at
least 80% in agreement with 2) If I were the student
that of experts

2) Conducts satisfactory initial
interviews with six randomly
selected new patients in a
hospital setting in such a
way that at least 80% of the
behaviors judged .essential
by experts are evidenced.

3) Is it likely

4) Checklist

Tell them to be sure to go through the four steps above.



After 20-30 minutes, put a couple of sequences on the board;
discuss in terms of the likelihood that each would result in the
achievement of the objectives. Emphasize that probably each pair
has a different sequence; there is no one best sequence; final
test must be whether or not students can do the specific behaviors,
pass the test as it were.

III. Key points of this session:

1. Multiple modes of instruction are necessary to
achieve complex objectives;

2. No one sequence is best; can use as guide, our own
'experience and generally accepted principles of
learning;

3. Final test is, can students do what you said they
should be able to do, i.e., perform specific be-
haviors;

4. Organizing instruction in terms of systematic plan-
ningprocedure, can influence teaching behaviors;

5. Procedures we're working with are applicable to
course,, unit, .1 hour of instruction, or even 15
minutes of instruction, the notion of specifying
objectives in terms of expected student outcomes,
developing a sequence of learning activities, as
opposed to a lecture, for example, and specifying
some behaviors that represent application of the
knowledge acquired to real or close to real situa-
tions; evaluation.

1 -5
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CHECKLIST

FOR ASSESSING THE DESIRABILITY OP PLANNED LEARNING ACTIVITIES

The questions below reflect generally accepted principleq
that should be taken into account when planning student learning
activities.

Once you have defined your instructional objectives, and
tentatively formulated learning activities to achieve then, it
i- suggested that you follow the procedures outlined below before
finalizing your plans.

Place a check ( ) next to each question listed below that
you feel you can clearly answer YES.

For those questions for which your answer is clearly NO or
for which you are uncertain about your answer, do one of the fol-
lowing:

(a) Review the learning activities you have planned and
revise them so that you can answer YES to the ques-
tions; or,

(b) Articulate for yourself your rationale for not plan-
ning learning activities in terms of the ideas ex-
pressed in those questions.

1. Are the learning activities have planned clearly related
to the instructional objective(s) I have specified?

2. Am I clear in my own mind about the level of competence
I want students to achieve for the objective(s) I have
specified?

3. Are the learning activities I }lave planned comprehensive
enough so that it is reasonable to expect that students
will achieve at the level of competence I desire?

4. Have .I made adequate provision in my plans to make sure
that students will understand at the outset the level of
competence I expect them to achieve?

5. Have I made adequate provision in my plans to make sure
that students will understand the relevance of my objec-
tive(s) to their own interests/needs?

6. Have I planned for students to be actively involved in
learning rather than passive listeners or viewers?

1 - 7
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CHARACTERISTICS OP DESIRABLE LEARNING ACTIVITIES

These statements generally reflect accepted principles of
learning. This list is not complete, nor are the statements
listed in a particular order.

IN_GENERA12,_LEARNINCLAGTIVITIES SHOMD BE PLAN? ED SO THAT THE
LEARER

* is an active participant; not a passive receiver.

* will see relationship between planned learning activites and
specified instructional objectives.

* gets satisfaction from correctly carrying out the behaviors
implied by the instructional objectives. Reward for success
will facilitate learning better than will punishment for a
failure.

* will achieve the specified objectives within the period of time
allocated.

* can practice the learned behaviors in varied contexts in order
to determine the limits of generalization.

* participates in setting goals for himself.

* can deal with conflicts and frustrations that inevitably arise
in both the process and environment of learning.

* can see the rational order of activities - simple to complex.

* is encouraged to think divergently to find innovative solutions.

* can observe the skills that are to be learned being correctly
performed - has a model - before he attempts them himself.

* knows in advance what he is expected to learn and why it is
relevant for him to learn it.

* can periodically practice using his new knowledge and skills to
firmly fix the learnings.

* receives immediate feedback about his performance.

* knows the level of competence he is expected to achieve for
each instructional objective.

* can regularly reflect upon his learning progress and problems.



19. Have I made provision in my plans to record unantici-
pated consequences of the learning experiences I
provide?

20. Have I reviewed my plans with at least one colleac;oe
whose opinions I respect and modified them in terms
of feedback received?
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7. Will students have adequate opportunit-y to ol),,eye the
knowledge Or skill to be L-:arned being correctly used in
context?

8. Has adequate provision been made for students to practice
using the )mowlelqc or c',;?11 to be learned with careful
supervision, receive imu.::diaLe feedback on their perform-
ance, and practice again until the desired level of com-
petence is /cached?

9. Has adequate provision been made for students to reflect
upon, digest, discuss, and challenge the experiences
provided?

10._ Will students have opportunities to use the knowledge or
skill learned in new ways, that is, have I structured the
learning activities to allow for divergent thinking which
can lead to innovation solutions to problems?

11. Win students have adequate opportunity to discuss their

12.

efforts to do (10) above?

Have I planned the learning activities so that students
will be able to achieve reasonably imiv,ediate satisj=aetion/
reward for their efforts?

13. Is it reasonable to expect that students can learn what
I expect them to learn in the allocated period' of time?'

14. Have I anticipated the conflicts and frustrations that
students are likely to experience in the course of learn-
ing what I want them to learn and adequately prepared
to deal constructively With them?

15. Have I organized the learning activities so that they
are obviously rational rather than arbitrary and mean-
ingless?

16. Have I made provision for students to set goals for them-
selves in addition to the goals I have prescribed?

17. Have I planned a variety of activities in order to rein-
force learnings I want to occur?

18. Have I planned to implement the learning activities I
have planned with a view to assessing their effective-
ness, that is, the degree to which they result ih stu-
dents achieving what I want them to achieve?

PC1



Instructor's Notes

Your C)-onn Process

Even groups in which individuals believe they' know each
other well often need help to avoid talljng at rather than to
each other. The first step in reducing this problem is to make
people aware of it, and help them overcome it. Ono way to do
this is with practice.

The materials which follow are designed to be used first
:o assist your, group to develop better group process.

Instructional Aids

The following materials are available;

Trigger films: Poor group process

Handouts:. "On Being A Resource to Colleagues"

"Guidelines for Listener or Facilitator"

"Guidelines for the Speaker or Person on Focus"

You may need: Video or Audio tape recorder

Instructional Outline

Trigger Film: "Poor Group Process"
or

"Poor Feedback"

Advance Organizer: "On )3eing A Resource to Colleagues" should be
distributed one week before session

Practice as outlined in the resource handout.

2 - 1
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procc:os. 1,nd vhether observed cr not the nature of tho 2;2..oun
processes affonts the dozreo of SIXCC:5 ti groups have in
achievin thuir tasks or in naintaininr; vl%eir exis;c.enc cs. in (
=nor tht. yields satisfact:Ion to its ne:.be:2s. Awax.enoss of
croup process better enab2.es one to diacnoso croup prole:
eaay, to deal with the= more effectively; and to.provide a 1..:ore
likely possibility that the Group will function successfully.

Group processes occur in all types of Groups and the
majority of the process dimensiol:s presente:: below apnly to
oroups that are fo=a1 or infor;.lal, those that arc for play or
work and to t:-.ose that are t.:!porary or pemanent. Therefore,
the proces.7; iiis impF,rted here will nak.:1 you more effective
in the variety of groups in which you.prricinatc..
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(N. ,t' )
.r . . d'

Bcaew some observation (.wi.c:c; to hulp you
Inhavior:

A.

One d.ndicol;ien of involve:;.cnt jc; pa;tiction,
for diffe..c.r.ce:.; in te aLo;;; aLo-:IL;

1. flf) are the 1:5.1.-,h pc..-patorf;?

2. Who arc the low participate:.s?

3. Aro there shift:: -.1.n pc,rt..icfLpation? 37o:'

bcco:7.e lo w5 boco.7..0 tan....c.cive. Do yeu
sec any -iosF.ible rcson f.or this j.n the uliou'Ys
interaction?

4. Who talks to Do yot; sco reDrion for
in the (roup's interactdons? ',:ho tans Lfter
or who ihterrupts who:;:?

5. Who. do people look at W-.en they talk?
a. SinGle ot:lers, noz'sibly potentia:I. .Toppotc:-.
b. The c,rovp.
c. No one. My so?)

6. How are the silent people treated? liow is tcir
silence interpreted? Co:',sent? Disagrec:-.ent-.
Uninterested? Pea? Etc.

7. Who keeps the ball rollinc? Why?

B. INFLUENCE

Influence and participation are not the same. Sone people
may speak very little, yet they capture the attention and
have an irf.pact on the whole croup and' the direction it takes.
Others may say a.lot but are cenerally not listened to by
other members.

1. Which members are high in influence? When they talk
others seem to listen.

2. Which members are low in influence? Others do not
listen to or fol?.ow them. Is there any
in influence?

3. Do you see any rf.vall.y in the croup? Is there a
Uhat effect does it :1:.ve

on the other group r.enbors?

2 - 3
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11;,';:e for- ; C. Y. *1 '111:

On 'Or C: w.;;

o0 1:Ov!;(!: bt,

opon or cione(1 bo!n;

1. Onf.,-1;n: Atte:ypt:.; to w:;.11 on
Tno Lc! 11::

jn
trj or, t.0 -pur,;-, -e

j1;: LC:,. 31;'.;;;7.i::,;".; o C

acidon jt is not -in t';,e

denivor:. Pushers, t'Au group

2. Orv?-elown: Deferen'1;....1 toe.Trd acn
puder.
T1' fi.U5 to avo]a co;::::Jdc-,., or

from beinc, 6'2

puGring oil on trulaca
titt:ention fro7.: confljov, 'rid' to. is

differences that exir.,t no%ber.-:), cto,)

clv:;-Yono can mi)%c a contrj1-,ut.lo7
. - .

to t;A: group's effo-2,::, .1..2ae to :!1c.:;446*

membor jn c cr
presses hir, feeljn:,6 Ln-a c.pnj.ons tine.

directly 1'JY6h a mjnirx.%: cf ;:v/Iinc; Cp=
to hearinc the i::.precsionn oti.em havo 02 hf.:L.
When feelin3s run high and tensions mount, ho dwas
with the conflict in a proble:4-so1'!Inc mannoV.

4. Dun-out: Tries not to be influenced nor to inflv.ence
others. Appears to lack involvement in the grou-.).
Has difficulty co--itinc himself' to makins or
acceptins Group decisions. Particip...7.tes mechr,nicaly
and only in response to anothe's question. Yllen he

talks he necates what he asLerts, speaks tEn.1:;entilly
or cencrally it is difficult to know just what his
opinions arc.

D. DECISION FIAKING PROCEDURE::

Whether we are aware of it or not, groups are makins
all the tire, 60M0 of them consciously Pnd in reference to the
major tan'As at hand, some of then wit out much Lnd
in refernce to cfo-,.,n ::.-_-:oceeluyes or s-undareis of c:-..dtion.
It is i;:oertz:nt to ob,vrvo how dc,eizinz. rlre ..ao in
in ora., to assns the approviateness of the 0.0C c:: to t,:e

matter bein acef:.a0.. on, in to sr. cc: whother tho co.1-

sequcnc,:3 of G3Air: notLod:; whF,t

barcail for, and to sec how the pecc'dure :;:.Ie-

hentiN:). the (:eciv.ien.

2-4
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GrolT deonlons aro to uLdo.
"Wc11, we decl:e,cd o (IC) 6:1:11.6 we?" ;:..ny

oloposit!,of. is clu..1c1;:i U;.! e.;.. only J6:1(,

deds:ion f,f roconfet it 1..nded ho.:) n;.0.c it
and test whether 1,;:c. we -s a:vropriae or noi..

1. Thri "lop: r,.;oono 7-:.aor; a centribution Cpich does
not rcco o:

exa;:.ple, 1/ thiLk we sould 1.)o in the 7 ?.eoti.1-4.;
now" . . . everyone continues their prive
conversations.

2 Solf Luthori7cet: fkimcone announo a decision and
. . _ . . . .

. .

ca..;Ties it ol:t witnov.t chce;:in7.., with othe.:-..
mmLers. Por c::ar:.ple, he deei(:.es on the topic l o.

be discus&od and str,rts ric,ht in to talk about it.

7 KrIndclsn: One membcr curr)orts another 's s17,77escion.
anG one or both of then carry it out Joan Dee sr.ys,
" :t yonder if it would he helpful if we introduced
ourselves?" "I think- it woule" my name is Pete jenc)s."

4, A majority Pushes th:-01.1[:11 a
decision o - :er o;:lor mmbcrs' objections. is a vote
called for? Or are people polled ineivieua1ly for
their position?

5. Consr,n,ws: An attemnt to get all group m:-.:.ber:; top

articipate in a decision. A genuine e::plorat:.cn
to tes for opposition and to determiLe whether
opposition feels strongly enouch not to be
to implement a decision; not necessari?-j unaniity,
but e-sential agreement by all.

Of course, some groups never reach a decision. They wander
from one topic to another and may discuss endlessly.

E. MEMBERSHIP

A major concern or group =embers is the degree of acceptance
or inclusion in the group. Different patterns of interaction
may develop in the group which give clues to the degree and
kind of membership.

1. Is there subgrcuping? Sometimes two or three members
may consistently ac:roe and support each other or
consic3tently cline7voe and o?ose one another. 2o
what degree do these subgroup events occupy the
attention of the group as a way of gaining m=bership
for its participants? Cr soT:.c; r;u7ugroups coalc!:co
around reject in;; the Group, because of the groulYs
membership or goals or procedures.

2-5. 3C g3



t

G.

Do :.;c:c1

ovc,

11; :vu ,......... L.5 :..L: a 3.1"

-60 bo
;....ccc;:z to

floor.

ar:,r LIxo.op 6':;scvcsion arc frerviy
by he MofJe

i.,n1k(Ja. CiIIout. hnvc to ,:::rau

f .bw,od.on '.(-1(3 o oico, faciul ole5son, uctul..es
othor r..o:1-yerbal c.ac.

1. Wnat siBnof pl-c;(1o.:ziI. nt feclins do you ob:3c3No
the croup's 7.c:::bcrs: fr115;traticy::,

wa1.7,th, f.ffr,:ccion,

defe1] ive3aess, conflict, etc.?

2. Do you see attu.T.pts by u,?oup nel;:bors to bio. ti:,
exproion of foclin:f,z: -.&csativc! or p.),ivo onc,s?
How is thfli,; done? Does anyone do this conr..listcntly?

Stanelal.as or iLround rules nay develo.;) in a that 1-,::'.v ? a

stronc, :;:,pact on the beha-,,ie:2 of its ne=bers. 1,:orms uually
express the belieZs or desires of (.-oup member as to ,;?]:::c.

behaviors Thould or should not take place in th3 Group.
These norr,s nay be clear to all R=bers (explicit) , or m?.7.y

operate below the level of awareness of the Gruxo members
,(implicit). Since norms may facilitate or hinder croup
progress, it is important that they be looked at (that
implicit no=s are made expliit) so that the Group can
decide if they wish to accept them.

1. Are certain content areas avciidod in the group
(for example, sex, relifrixi, political views, talk
about present feelinc,s in the group, discussion of
the leader's oehavior, etc.)? Who seems to re-
inforce this avoidance? How do they do it?

2. Is conflict avoidea when it occurs? Are group
members overly nice or polite to E:ach other? Are
.only positive feelirEs expressed? Do members agree
with each other too readily? What happens when
meIbers disaL;ree?

J. Are there norms about participation? (For7

"If I talk, yol). "Wo can only tojk
our str,.nt:as and not Our difficulties or vice.
"We talk only about the person's ideas and not his
personal style."

2143',-4



Bohavjor in a crouy., can 17,c in te.,7,-,r; of it,r, funon
or purp(i5(1. 1)V:1(- al2o

conce1.n.:6 v;f.th job Can. .. Pao va.z.ic.'6.:.;

of boh.vio:s facilita-6o i ref.. ::c:lievcenc: aro

bolow:

1. Init:i:-Jt:n: Y'roposix::,; tasks o7,-: c.oals;
group rillu_;.;-;in a procdvzn::.or idoa5 for
f;olvin3 a problo.

orron or ci7,:!nons: Roollcstr; .I Z:

SCC;1111L: aooui, co-c0):-.;
a51:1..r.3 :Co:,. C: of f(!ci:Inc,:;; so:lici.c:::-
preo5dons of value; :;:ockin sum;c:73tion!.; and Adez,.

). i-ni:ortion or onn:c,n;7

rw.cvanv, aDou'u (,oulo c,:)ncern,
LtatinE a belic:f. abou a 7:attox' befor grovo);

s. ,'r.. and icleas.

4, Clarifyjn,,-, laaborat!, oaN

- ; ka v col).sion;- nf
temE;; indicatin aitclnaives and d.E.s1;
the croup.

2=narizinrr.: 'Polling together related iCeas; re-
statlng. suggestions after the group has discussed
them; offering a decision or conclusion for the
group to accept or reject.

6. on Testinr4: Asking to see if the group is
nearing a decision; sending up a trial balloon to
test a possible conclusion.

1. MAINTENANCE PI=TIONS

These functions are important to the morale of the group.
They maintain good and harmonious working relaticnships among
the members and create an al:r.osphere which enables eacl^ member
to contribute naximal)y. They insure smooth and effen,:'_ve
team work within the group.

1. Gnte Keeninf7: Controiinr, the channels. of communic%-c)

tion in tw*o
a. Gate oeners: Help keep communici.ting channels

open; help others get into the discussion.
V. Gate closers: Cuts off others or interrupts

then.



2. Enc(A1::: Be: 'iendly, war and reuponsivc: to
otrx.3:.:;; :31;uw:InL; accece of othem'

1:!hen onc12 o.;:n i involved in
co:.e; Lc:..1-,;t1nL;

mocfyin ç in the intcr:..r, 3rou,p CC) :,LO'

Growth.

4. Str:ndr:.a 1,r6 Tentir: TeF,tin7, 1.:hethe:r2

crop :L proocau or ur,L),..iny,
yooceduros; pontinL;
which have been sGt to the:la available

r

f.
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ON BEING A RESOURCE TO COLLEAGUES

Whenever a group (more than one person) meets to work on
a task, each person in the group brings common and unique resources
into the situation. As long as all of these resources are being
directed toward the solution of the same problem the group can
work efficiently. Unfortunately, what frequently happens is
that each member of the group brings his on problem and tries
to make the group focus on his problem or that aspect of the
assigned task which is important to him. This results in a
"leadership" crisis, with each member trying to take the group
in his personally important direction.

To illustrate:

Chairman of Curriculum Committee: "Our task today is to
develop broad study guidelines for the junior students."

Member A: "I think our primary focus should be on
improving patient care."

Member B: "I think our efforts should provide for more
effective integration of the basic sciences."

Unless the chairman can keep this group working on the
specified task, considerable energy and group time will be
wasted as A and B try to convince the committee that their
priorities an.. the most important.

Another way in which colleague or group resources are wasted
is a result of a tendency for each of us to want to find solutions,!
quickly. We frequently suggest solutions before we really under-
stand the problem, and group energy is t Jn consumed checking
the validity of solutions instead of fully exploring the problem.

Why does this happen when all Lf us want to be helpful and
efficient? Primarily because the ground rules for group inter-
action are vague ane are :subject to the many variables which
inf ence social incerattion, e.g., politeness, need ior status
and safety, hierarct 3s, and hidden agendas.

One demonstrated way of remedying this situation is to have
the "ground rules" for interaction made explicit, e.g., assigning
specific roles to various group members and specifying the exact
behaviors which are required of each role; and by assigning time



-2

for each group member to have his agenda dealt with. If these
"ground rules" can be specified and accepted at the beginning
of the interaction, not only will each member feel more com-
fortable in knowing what his responsibilities are, it becomes
much easier to provide feedback to a emberuho is getting in
the way of group efficie. zy.

The simplest "ground rules" by which a group can operate
are to have only two roles; 212Eattraperson on focus; and
a listener or facilitator; and allow each person in the group
an equal amount of time.

The f.ollowing material describes more fatly these two roles
and indicates specific behaviors required of each role. It
is our expectation that during the workshop each of you will
be a resource to your fellow participants. This will require
that you have certain basic skills, and if skills are to be
learned they must be practiced.

The specific skills which this experience is designed to
help you improve are:

1. the ability to listen
2. the ability to help colleagues clarify their own ideas
3. the ability to provide a safe environment for trying

out new ideas
4. the ability to provide positive feedback

CED 1971
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Guidelines for Listener or Facilitator

I. The role of the facilitators is to listen attentively to
the focus person, making every effort to fully understand
his point of view ana thinking. Question:; should be asked
primarily for purposes of clarification rather than to con-
vey doubt about the wisdom of the focus person's ideas.

2. Once the focus person has provided an overview of his
thinking and objectives, the facilitator should, prior to
an discussion, identify the two or three issues the focus
person would like help with during the session.

3. It is up to the facilitators to draw out the focus person
around each of the objectives he has identifed as important
to him. The purpose is to asisa:the focus person to
clarify and expand his thinking.and not to tell him what
he shoald do or not do. Such questions as the following
are often useful in helping the focus person clarify the
expression of his thoughts:

a. "Con you give me an example of ?"

b. What experience have you had which led to this
idea .....?"

4. It is the responsibility of each facilitator to see that
the session stays focused upon the focus person and the
issues that are important to him.

5. Altho4o!. suggestions are sometimes helpful, more often than
not the focus person will need help with his thinking more
than he'll need specific advice about what to do. Keco
advice, to a minimum.

6. When the focus p3rson's agenda has been covered and/or
time has run out, it is useful if each facilitator tells
the focus person what it is he particularly likes about
both the approach he has planned and the way he has related
to his colleagu.ss in the session.

CED 1971
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Guidelines for the Speaker or Person on Focus

1. Prior to meeting with your colleagues clarify your own
thoughts on:

a. the general task which you are trying to achieve.

b. the specific ideas, problems, issues which you feel
will influence task achievement.

2. When meeting with your colleagues:

a. Present an overview of your thinkinr about the task,
shr.ring not only what you have been thinking about,
but why you feel they are important. Share these
thoughts as comprehensively as possible so that
your colleague (s) can fully understand your situation.

b. Identify specific questions or issues which are cf
concern and require the consideration of colleagues.
All parties involved are likely to become frustrated
if you simply present ideas and ask for general re-
actions.

c. When your agenda or time has beer completed, it is
useful if yolb indicate the specific ways in which
your facilitator (s) was helpful to you.

0 73
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Instructor's Notes

Developing Objectives

"What is it that you want me to know, do, see?" These are
questions that can, and should be, answered before learners receive
instruction. Such an introduction helps focus their attention on
the task at hand, see the purpose for instruction, and better
understand the basis upon which their performance will be judged.

The material presented here will help the staff see the need
for specific objectives and give them some practt:e in preparing
them. One final cautionary note: Perhaps the moat significant
learning that can come from this unit is not the objectives per se,
but an understendilg of the proce3s by which the objective is
developed.

Instructional Aids

The following materials are available:

Trigg3r Film: "The Improperl: Stated Objectiv "

Article: "Preparing Instructional Objectives"

Handoi t: "Defining Ihstructional Objectives"

You may need: 16 mm Sound Pr^jectnr

tnstructicnal Outline

Advanced Organizer: Lrtstributo "Preparing. Instructional eajectives"
ont. mak before the session.

Trigger Film: "The Improperly Stated Objective"

1) Discuss the lack of direction in problems posed by
such elusive objectives.

2) You may wish to develop empathy by asking people to
indicate how they would feel if they were students in
this situation.

3) Use the check list (pages 5 and 6 of the attached material)
to rate the use of objectives in the film.

3 - 1
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4) Complete the application activities.

Session Two:

1) Discuss the application activities.

2) Apply the procedures shown on pages 5 and 6 of the
attached material to there application procedures.

i(5
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PREPARING INSTRUCTIONAL OBJECTIVES *

Typically, teachers, if they attempt to state instructional
jectivcs, do so in terms of (1) the teacher's perforMaace; (2) the

learning process; or (3) the subject mattnr to Lie covered. For example,
it would not: be unusual to find the following as an 2nstructional ob-
jective in many educational institutions: "To incre,tse stvdents' read-
ing ability."

The problem with tho above statement is that it focuses opol
what the teacher wants to do. Technically, once the teacher hat.. ca.:-
ried out whatever plan he had prepared to "increase students' reulil..*
ability", he would have achieved his objective and we would be
wondering whether, in fact, students had increased their reading aLility.

The approach to preparing instructional objectives advocated here
stresses focusing attention on the student and on the type of_perform-
ance he is expected to demonstrate at the end of instruction. In ocher
words, it is suggested that instructional objectives should be stated
n terms of the desired learning outc,,ms. Following this suggestion,
the above objective might reasoneAy read; "onmprehends assigne.4 reaa-
ing material." Note that this statement stre:_es what the student wii!
be able to do after instruction rather than how th'3 teacher will behai(
duriag instruction.

Stating instructional objectives as learning outcomes contributes
to the instructional process in the following ways:

2. It provides direction for the instrurtr,r, Ind it clearly
conveys his instructional intent to others.

2. It provides a guide for selecting the subject matter, the
teaching methods, and the material, to be used during
instruction.

3. It provides a guide for constructing tests and other instru-
ments for evaluating student achievement.

Based on the work of Norman E. Gronlund as de'cribed in
Statin Behavioral ob'ectives for Classroom Instruction.

:8
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Defining learning outcomes is really a two-step process:

1) Stating instructional objectives as general
learning outcomes; and,

2) Listing, under each inst..uctional objective;
a representative sample of the specific types
of student behavi)r that would indicate attain-
ment of the objective.

Two examples are listed below, ith the general lqarning out-
come stated first, followed by representative samples specific
types o2 student behavior that might indicate attainment of the
objective.

I. Understands the Meaning of Technical Terms.

a. Defines the term in his own l^:ds.

L. Identifies the meaning of the term when used in context.

c. Distinguishes between terms that are similar in meaning.

11. Understands Basic Principles

a. States the principle in his own words.

b. lives an example of the principle.

c. Distinquishcs between correct And 21correct
applications of the i.rinciple.

Stating the general instructional objr, i"e first and then clari-
fying it further by listing types of specif4.-; l'ehavior that character-
ize the objective makes clear that the instructional objective above is
understanding, and that defining, identifying, and distinguishing be-
tween axe simply samples of the types of performance that represent
understanding. It would be impossible to list all types of behavior
that might show understanding; therefore, one must settle for a rep-
resentative sample of the types of behavior that, in the judgment of
the teacher, adequately describe the objective.

377



Teaching efforts must be directed toward the general objectives
of instruction and not toward the specific samples of behavior se-
lected to represent each objective. Por example:, in teaching an un-
derstanding of technical -true;, we migh hav(71 students listen to a
lecture, study Lextboc% definit)-ns, compare and contrast the terms
during class discussion, and use the terms in laboratory work. When
we test the students, however, we would present them with a list of
technical terms and ask them to define each term in their own words,
identify the meaning of each term when used in a context, and distin-
guish between terms that are similar in meaning. Note that the test
calls for a type of response that wan not directly taught during
instruction. This is necessary if the test behavior is to show an
understanding rather than merely a recall of previous training.

When developing a list of general instructional objectives for
a course or unit of course work, the aim is to obtain a list of gen-
eral objectives to work toward and not a.list of specific types of
behavior to be attained by all students. There are some kinds of
words that are particularly useful in a:ticulating general insructional
objectives. Examples are listed below:

AppliPs
Comprehends
Knows
Understands
Uses
Appreciates
Thinks critice,ly

Note t t the above ver.'s FJecitic enough to provide direction
for instruction withuut overly restricting the teacher or reducing the
instruction to a .sImplistic level. They arc also specific enough to
be easily d,fined by a brief list of the types of behavior students aLl
to demonstrate when the objectives have been aelie.ad. Choosing frog'
eight to twelve general objectives will usually provide a list that 43
both manageable and suitable for a unit of instruction.

When elaborating gene;:al instructional objectives so as to define
specific learning outcomes, that is, identifying and listing under each
objective a representative sample of specific types of behavior that
are to be used as evidrince that the objective has been achieved, it is
important to use verbs that indicate observable behavior, that is
behavior that can be seen by an outside observer. Such words as the
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following arc particularly useful:

Identifics
Describes
Lists
Relates
Explains
Predicts
Distinguishes
Formulates
Specifier

Words like realzr.:s, SC05, feels, suggests are less clear and
therefore should be auoided.

To illustrate once again the relationship between a general
instruct:.onal objective and specific learning outcomes that can be
used as evidence that tl,e objecive hr's been achieved, consider the
following example:

General InItruct4olal ob-jective

Uses critical thinking skills in reading.

Specific Learning Outcomes (in behavioral LL,-Is)

Distinguishes between .,cts and opinion.
Distinguishes between facts and Inferences.
Identifies cause-effect relationships.
Identifies errors in reasoning.
Distinguishes between relevant and irrelevant arguments.
Distinguishes between warranted and unwarranted generalizations.
Formulates valid conclusions from written material.
Specifies assumptions needed to make conclusions true.

Although this list of types of specific behav 3r is by no means
r:omplete, a careful reading of the statements will provide a fairly
good indication of wha'_ boldents are like when they are able to use
critical thinking skills in reading. Thus, this list is perhaps com-
prehensive enough to clarify the instructional intent and short enough
to be manageable and useful.

I



During the process of defining the general instruction objec-
tives, it may be necessary to modify the original list. In identify-
ing the specific typos c: behavior for the ob..,ctives, you may realize
that some of them arc too general and need to b2 subdivided. An objec-

t tive o' problem-solving in arithmetic, for example, might bett:r ex-
press instruction:'.) intent if it is broken down into 'computation skill
and sol.ring story protil

I

In defining other objectives, you might note that the specific
types of behartor overlap to such a Occi that is desirable to comb2ne
two statements into a single objective. Thus, aulies scientific pro-
cedures and plaaasimple experiments might best be combined into a
single objective 1P-e uses the p:7',entific method effectively.

Because instructional ajective.,, coil be stated nany different
ways and at various levels of gei._rali.ty, there is considerable flexi-
bility in the formulation of the statements. Thus, the listing of
specific types of behavior provides a good opportunity for evaluating
the original list of instructional objectives and for revising them if
necessary. The ultimate course, is to derive a final list of
general objectives and speci2ir brLaviors that most clearly indicate
the learning outcomes expected from instruction.

One further note. Beware of neglecti.,4 those ob:iactives that are
difficult to define. Simple objectives like knows common terms are
easy to state in specific behavioral term's. Mere is a tendency to over-
load the list of instructional goals with such objectives because they
are so easy to define. The more complex objectives, although difficult
to define, are usually more important from an educational standpoint.
Objectives pertaining to thinking skills, attitudes, and q),preciation
should not be slighted because of the difficulty of c'early defining
them.

In general summlry, the procedure for defining instructional objec-
tives should include the following steps:

1. State the general instructional objectives
as expected learning outcomes.

2. Place Inder each general instructional objective a list
of specific student behaviors that would indicate attain-
ment of the objective.

apo
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Teaching Techniques - Overview Unit

In order to select a specific technique for use in an instructional
situation, the teacher must understand both the basic principles
of learning and the strong and weak points of various instructional
methods. This overview is concerned with some brief statements
about both as a framework within which one may view the teaching/
learning process. Subsequent lesson units will undertake a more
detailed review of the positive and negative aspects of each of the
technieques discussed here. Hopefully, the staff will be able to
more skillfully utilize their time with students and more effectively
use their skills and the materials available to them if they will
keep the information presented here in mind. In this outline we
will not discuss in any detail the use of teaching aids but, rather,
limit ourselves to a review of the principles of learning and the
major strengths and weaknesses of some selected teaching techniques.

Outlined below are ten principles of learning and five principles
of teaching which are worth reviewing and applying to any specific
teaching technique.

Principle of Learning

1. Learning involves a change in behavior of the learner.

2. different people learn different things by different
means and at different rates.

3. . . . learning is more efficient if the intermediate course
goals are seen to be related to the final objective.

4. success tends to raise a student's level of aspiration
and failure, to lower it, with the degree of movement roughly '

related to the degree of success or failure.

5. . . . emotion nearly as much as intellect is involved in the
learning process.

6. r'tention of information, of skills, of understanding
or of attitudes is significantly increased if the learning
is accomplished in a context, which has meaning for the student.

7. The rapidity and the degree of Forgetting can also be reduced
by overlearning skills beyond minimal proficiency.
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8. If efficiency and effectiveness of learning is an important
goal, then there is a sound experimental basis for the efforts
directed toward integration and correlation of subject matter.

9. Learning how to be a doctor and being one are'obviously
different things.

10. . . . more generalized training may also be transferred when
there is similarity between the new situation and the one
in which that behavior was learned as appropriate.

Principles of Teaching

1. Learning i- personal.

2. Learning must be meaningful.

3. Learning must be aimed at realistic goals.

4. Learning should be accompanied by feedback.

5. Learning should be based on good interpersonal relationships.

) c
ii
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Specific Techniques

LECTURE

Lectures are probably the most frequently used teaching techniques
despite thc fact that they are frequently used improperly. Experi-
mental research indicates that the efficiency of the lecture as a
method of simply transmitting information or illustrating the
application of principles ir; equalled or surpassed by other methods
of presentation. Nevertheless, lectures do have a place in teaching.

Generally, lectures should be limited to those situations in which
the time is spent either expanding a philosophy or outlining a
model for subsequent learning situations. They are also useful for
transmitting general or course overview information since lectures
are best used when information, rather than understanding, is to be
communicated.

The time spent in lecturing is extremely critical. Lectures can
catch an audience's attention, but studies have shown that the
ability of the audience to recall information drops precipitously
after approximately fifteen minutes of lecturing. Consequently,
long lectures (one hour or longer) are extremely inefficient.
Lectures are probably best used with large groups of students or
listeners in which general information is to be communicated in a
relatively short period of time. Their major disadvantage is that
they do not allow for learner feedback and are difficult to evaluate.

DISCUSSION GROUP

Discussion groups are particularly appropriate when:

a) The time spent is directed toward giving students
opportunities to understand differences and to
formulate principles in their own words.

b) The students are allowed to synthesize solutions to
problems based on information previously given.

c) The present attitudes of students run counter to
previously held beliefs.

d) It is desirable to provide a situation in which
immediate feedback is available to both the teacher
and the student on their performances at that moment.
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In contrast with th,- lecture, discussion groups are Iccellent

when the understanding of principles or the application .of

Prinoiplea is tho goal. scussion groups are not particularly
efficient when basic information is to be transmitted since there
is too much two-way communication, which results.in frequent
interruptions by discussion, inquiry, etc. Discussions in small
groups (four to eight people) have also been found to be much more
efficient in producing long-term retention or changes in attitudes
than some other forms of teaching. Small discussion groups, however,
impose a bit more strain on the teacher or leader. The leader
must, first of all, start the discussion of the group and control
it so that the group goals are attained. There are several tips
that a teacher should keep in mind when they are using the dis-
cussion group technique:

1) Teacher should avoid phrasing questions to the group
that obviously have one right answer. So far as
questions of fact are concerned, lectures are more
efficient in accomplishing this than discussions.
Consequently any questions that the leader uses should
be structured to get at relationships, application,
analysis of data.

2) Discussion questions used by the leader should be
meaningful to the students. This assumes that the
leader is aware of the students' backgrounds and their
level of knowledge when they first come into the
discussion group. It should be obvious that the dis-
cussion group among Board certified surgeons would be
handled entirely differently from that of covering the
same content material, with third-year medical students.
Optimally, questions should be formulated at a level at
which -,tudents are ably to relate. It is only in this
way that they can use their own experiences to enter
these discussions.

3) Disagreement within a discussion group is by no means
a sign of failure, but can he used constructively pro-
vided. that hostility, itself, does not actually arise.
It has been found that a certain degree of uncertainty
arouses curiosity, a basic motive for learning. Dis-
agreement, when used skillfully and in a non-threatening
manner, can be an extremely efficient method of keeping
a discussion group going.
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4) The essence of a discussion group is participation by
all present. For some purposes wide spread participation
may be vital, for others it may be less important. What
is important is that the leader maintain a climate in
the group, such that important contributions are made
because the participants feel free to express
themselves.

5) In a good discussion group the leader is extremely
sensitive to the dynamics of the group. He must regain
attention when it is lost, dampen hostility, and fend
off diversionary questions without shutting off discussion.
He must avoid telling the participants an answer or giving
them a solution before they, themselves, have develcped
one. He must be able to handle a group which is in total
agreement and, consequently, may come to a halt in the
course of a discussion, as well as handling a group in
which arguments arise.

6) A note clhould be made of the fact that discussion groups
are not necessarily limited to small numbers of parti-
cipants. Specific techniques can be used for larger
groups. However, for most small groups, discussion is
a method of teaching that can be extremely efficient
with regard to the application or understanding of basic
principle. A good discussion group is an excellent
stimulus to further learning.

INDIVIDUAL ENCOUNTERS

A not uncommon teaching technique, although frequently not recog-
nized as one, is the so-called individual encounter. Attendings
frequently have occasion to sit down with the resident, intern, or
colleague, and go over material with which both are familiar. This
does not mean that all such encounters can be considered teaching
situations; but it does mean that the attending staff must be
cognizant of the fact that unless carefully used, such an individual
encounter is vot particularly efficient. This is due primarily to
its informality since considerable time may be lost for just that
reason.

An individual encounter is an excellent time in which to obtain
feedback on more structured teaching techniques. This time could
be used to determine whether or not the objectives of a lecture,
group discussion, or rounds, have been accomplished by direct
evaluation of the individual.

3P5
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The principles that apply to other teaching techniques apply
equally to individual encounters. The advantage of an individual
encounter is that the learner/teacher ratio is obviously one-to-
one. A great deal of individual attention can be ,given to the
learner. Much of the time can be spent identifying individual
problems and providing assistance in their solution. Addition-
ally, individual evaluation is also possible.

The major problem in an individual encounter is the personal inter-
action. If the individuals involved spend their time vying for
position or jostling with each other working out interpersonal
relationships, the educational value of the time spent is nullified.

ROUNDS

The format used in rounds varies from program-to-program and some-
times from service-to-service within a program. The major dif-
ference between rounds and other teaching techniques is that there
is usually a patient, chart, and frequently x-rays available to
the teacher and learner. It may be well, at this print, to indicate
the different hinds of rounds which are available.

So-called work rounds are basically that, attempts to transmit
large amounts of information related directly to service require-
ments. Using these sessions for teaching purposes is very
inefficient and not particularly desirable. Usually there is far
too much to be done on work rounds, and time spent Bisecting
problems and synthesizing solutions to them presents a full-time
activity. Optimally, work rounds and teaching rounds should be
kept separate and distinct. This does not preclude some teaching
on work rounds, but it does recognize the fact that the primary
purpose of work rounds is work.

Teaching rounds, on the other hand, should not be confused with
work rounds. Physical settings may even be very different.
Hopefully, they will be, since the discussion of a specific
patient's case in a large ward or in front of other patients is
extremely poor practice. Optimally, teaching rounds should be held
where a certain amount of privacy can be maintained and at the same
time permit the group to take advantage of the presently available
patient material. The advantage of teaching rounds is that the
patient is actually there; he can be questioned, the physical
findings can be elicited, findings and history can be correlated,
the laboratory and x-ray data are (or should be) available. In
effect, this is a group discussion teaching situation with the

W.;
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addition of the patient. The patient, himself, can be taken into
the discussion which can prove to be educational for the attendings,
the house statf, the students, and also the patient. Teaching
rounds are excellent situations for teaching the students and the
residents the art of medicine. The atmosphere is set by the
teacher. The teacher expects his students to treat patients in a
certain fashion. He has an excellent opportunity to teach by
example during teaching rounds.

The same basic educational principles apply, the specifics of
teaching rounds will vary depending on the patient load, physical
plant, equipment available, and the time available.

SELF - INSTRUCTION

Self-instruction is becoming a greater necessity as time goes
on. In terms of a teaching situation, self-instruction can he
used by the attending staff to keep up with recent develop
ments, and by the house staff to supplement other teaching tech-
niques that are being applied to them. More important than any-
thing, perhaps, is the installation of attitudes concerning
self-instruction to the staff by the teacher. As in many situations,
example is the best teacher, consequently, the teacher's familiar-
ity with self-instructional methods and techniques, should be
communicated to students.

Again the same basic principles apply. To use self-instruction
equipment and modalities properly, one must have some concept
of how one learns best. This may determine whether or not audio
tapes, audio-visual methods, text books, articles, lectures,
etc., are emphasized in one's self-instruction program. Optimally,
some kind of evaluation should be incorporated for feedback pur-
poses in the self-instruction program. This can best be done by
formulating a pre-test, then using a self-instructiOn method and
comparing performance before and after the experience.

The big defect in self-instruction is the inherent difficulty of
obtaining appropriate feedback. Consequently, a self-instruction
program without some method of obtaining feedback is inefficient.
A good self-instruction program should use methods which allow
for evaluation and feedback during the couse of the program.

3. 7
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ANALYSIS OP TEACHING PERFORMANCE

1. Ilhat do you think the teacher wanted the students to feel,
think, and/or be able to do at the end of this segment?

2. Now, forget for a moment what the teacher actually did. Think
instead about what secuence of activities/experiences would have
made it possible for my_, had you been a student in the situation,
to relch the abov: objective. List that sequence below.

1)

2)

3)

4)

5)

3. If you had experienced, as a student, the sequence you identi-
fied above, what might the teacher have had you do at the end
of the sequence to convey that the specified objective had
been reached. Please be specific. Describe one or two be-
haviors the teacher might have requested from you.

4. Now, think again about the teacher. List below those activities/
experiences that you identified in (2) above as desirable that
the teacher both did and did not provide.

Did Provide Did Not Provide
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Did Provide Did Not Provide

5. Thinking again about what the teacher did, describe what,
if anything, was done to determine 'ihether or not the ob-
jective of the session had lIcen achieved.

6. List three adjectives that you feel describe the teacher's
style. Whenever possible, give examples of thing^ the
teacher said or did that made you use the adjectives you
chose.

7. Think once more about yourself as a student in this situa-
tion. List three adjectives that you feel describe the
teaching style that would best help you achieve the speci-
fied objective.
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A col l ()guy i.n a modi fi e;,t inn of prmel using nix to
eight personn, three or four repres.'nt.in; the audience and three
or four resource persons or 0::p.;rts (if only on( resomeo per-
son i available, proc(.eci with him). A moderator directs the
proceedings. The colloquy C;111X.!Yr,, selecLed from and replnt2tr-
ing the audicnec, ash questions, eNprenn opinionn, and raise
is:men to be treated by the resource p:Iffnon. The audirnce lis-
tens, but occasionally thr:v may ptrtieip:Cce under the guidz:nce
of the moderator.

C0 :1:7'1'1x!:

A cm.p.ittee is a small group of persons appointed or
elected to perform a task that cannot 13:. done efficiently by
an entire uroup or organization, or done efficiently by one
person. The most comlulo use of the comuittee is to plan and
evaluate c,ducational activities and to act in advisory capz-city
to persons directing programs.

1)7)43=1;7:PION

A demonstration is a carefully planned presentation that
shows how to perform an act or use a procedure. It is accaa-
panied by appropriate oral and visual explanations, illustrations,
and questions. First the learners watch an expert perform the
demonstration and listen to explanations. Then the demonstra-
tion is followed by practice opportunities for the learners.

FIELD TRIP

A field trip is a carefully planned educational tour in
which a group visits an object or place of interest for first-
hand observation and study.

FORUM

A forum is a 15 to 60 minute period of open discussion that
is carried on among the members of an entire group (usually larg-
er than 25 persons) and one or more resource parsons. The forum
is direc';ed by a moderator. It should be noted that the forum is
not a question-answer period, but rather a guided discussion

4-12
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during which t.he audience is encoura!jr,1 to rais(, qui,r;Lionf:,

maLr.J comient:;, isfwes, and ,11c1:n obf;ery6tion::,.

Group disonssion if; it 1.)t11))O:;C conver;;;,tion and

ahLInt a top:r of mulni.1 intere:J. at;:o 51;.: to twcntl por-
ticIpan!.:; nndyr the guidance. of it trainej pArticipant eallt'd is

leoder. It' is it teclinic;u(' that ol:fer:: opy)rtnnity for
thn Jr arn(1. to shore hi:; idea:: and e;:perienc(:3 with

othern. If p.oply fail to ac(1.)t th(1r ref.ponf,iLilitie:; or
arc' tintrajn(d in this tA.chniqtw, colightenLJ converation wiit
give way to d(1)ate, argmient, or a pooling of igr.orance. The
ent.in, group f;honJd have Uainin9 iii the fundamental:; of parti-
cipation of which lead12rshi1) a part.

---------

The intorview if; a 5 to 30 Elinute pryntation condn(!1 c:1
before on a.adjonee in whch on:: or L \-JO per:tens ri
spond tn clurtjoning by an interviewer ab:?ut a
previou!;3y det.er:,,incd topic. The illtervic"(..x asks the 3:c:MOYCC
person (r:) quetions designed to c%plore varionv. aspc,cts of the
-topic and improviL:es citiestionf.; a the interview progres:;e.
The Ic!;ource yerLon has been informed in advance about the kin0
of questions h. will be asked, loot no rehearsal of the inter-
view has been held.

PANU

The panel is a group of three to six persons having a pur-
poseful conversation on an assigned topic. The panel members
are selected on the basis of previously demonstrated interest
and competency in the subject to be discussed and their ability
to verbalize in front of an audience. The conversation is guided
by a moderator who has prepared questions to start and sustain
the discussion. The audience watches and listens but does not
participate verbally. A panel usually lasts from fifteen to
forty-five minutes.

OUIET MEETING

A quiet meeting is a fifteen to sixty minute period of
meditation and limited verbal expression by a group of five or
more persons. Periods of silence include meditation, concen-
tration, and study about a topic which has been place:1 before

40t
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tho group 0;1 n )0i,chl.,ard or cane]. Freedox of exprension in
strongly eneoura eJ. When o parlicipAnt i:110 CO share an
idn, opinion, or reaction of iuly hind, he qpenLs. The parti-
ciponi!; d(' not nece:,:;arily react to or build upon each nther's
contri.,ut,(;:r, an ts)ey do in cp.onp dineuss:Lon. .Also, they are
under no oLli kition to talk. The quiet fleeting is a group of
non-:;t ri.nger;;.

Role-playing in a spontaneous portrayal (acting out) of
a nitwItion, condition, or CjI7CP111(20 by selpeted members of
it eroup. Rule-playing cmpha!,i%es rolationnhips among

1tOJ pl,ly.1na i: done by member:; of the learning group
who 'iy t.o portray Lyp:;,:a3 attituries, rather .._bran by persons
havinq abilitie. After a pr-iblem or situation has been
illw.ti-J;eC by role-play, the 3earnng group dincuFsen and inter-
pret:, action throw):1 the u::e of another ..-.cchniquc such as
group di:;c1nThion.

The Lemjnar is a group of five to thirty persons engaged
in specialivd study and led by a reco!jni%c0 authority in the
subjec, being studied. :he: study may be relatively advanced
in nature, with each seminar momber doing individual studying
and reporting as suggested by tire director. Usually the mem-
bers propare written or oral reports which they share with each
other.

LECTURE

A lecture is a carefu.,ly prepared oral presentation of a
subject by a qualified person. It is frequently referred to as
a speech.

SYMPOSIUM

A symposium is a series of related speeches by two to five
'persons qualified to speak with authority on different phases
of the same topic or on closely related topics. The speeches
vary in length from three to twenty minutes, depending on the num-
ber of speeches, the amount of time available, and the topics to
be treated. The speakers do not converse with one another; they
make presentatiors to the audience. A chairman is in charge of
the symposium.

4C?..
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Instructor's Notes

Teaching Technique - Specific Methods

The Lecture

Perhaps the oldest form of instruction is the lecture. *While it
is condemned in some circles and defended in ethers, the fact
remains that lecturing is still the most popular way o,. trans-
mitting information.

Pven the best lecture can be improved. First, careful organi-
zation preparation can improve the content--the transmittal.
Next, a new, and perhaps, innovative use of ahcillary materials
can heighten the interest level; and finally, careZul appraisal
of the lecturer's behaviors can help uncover areas of needed
improvement. This lesson seeks to illustrate these three steps.

Instructional Aids

The following materials are available:

Trigger Film: "ineffective Lecture"

Article: Johnson, Rita B. - Ed.D. "The Lecture: Can It Be Improved?"

Handout: Lecture Rating Form

Yol May Need:

16mm Sound Projection
Video or Tape Recorder - Play Back Equipment
Overhead Projector

Instructional Outlilte

r-rigger Film: -Ineffective Lecture" followed by discussion.

1) "The Lecture: Can It Be Improved?" can be used aP4 a
basis for a lecture demonstrating effective lecture
technique.

2) Completion of the rating scale by participants.

31 Discussion of ratings.
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- BE:PIK -

Advanced Organizer:

1) Assign five minute "mini-lecture" on topics of
interest for next session. Lectures should be based
on things which interest the lecturer and not be
limited to medicine.

2) Tape (vireo or audio) mini- lectures, have staff
complete the check list. Participants should be
encouraged to disregard specific content when
evaluating the mini-lecture.

3) Discuss each presentation briefly after having them
review their own tape. This can best be Cone in single
session, rather than a group.

4) Present revised five minute "mini-lectures' to group.

40'1
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TEE LEMEP,E: CAN IT BE IMPROVED?

Rita B. Johnson, Ed.)).
Instructional Systems Specialist
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LLCTURL: CAN IT h1 IMPROVED?
Rita B. Johnson

It is widely accepted that no one method of instruction l.'s necessarily

better in all situations than any other. As teachers, we have all con-

ducted poor lectures ns well as good ones. Role-plays, discussions,

;;emi=rs, field trips, games, laboratory exercises and projects can be

stimulatinf, or deadly.

On the other hand, there is no one method of instruction used more

widely by us in this country at all levels and institutions than the

lecl:ure. Despite exhortation, persuasion, student riots, and administrative

fiat, the lecture or the spoken word still is the nation's favorite method

of di::pensing

Let us assume then that as a teacher you plan to continue to lecture

to your students. You may be using the lecture as the ONLY method, or

you may be using it in combination with other methods to stimulate,

arouse, inspire, clarify or amplify. in any case, several things might

be done to improve any given lecture. Below is a list of a dozen suggestions

which might improve student learning. Try some of these techniques and see!

1. Don't attempt to "cover material". Try instead to change student

performance. Focus-on the task to be accomplished as an outcome

of the lecture.

2. Focus on student performance or task, instead of on your own.

What is the student going to do, think, believe or say at the end

of the lecture, that he couldn't do, think, believe or say

before the lecture was given? This should be your objective.

1
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3. Tell the student your objective. Let him know what he is

supposed to do (mentally OY physically) as an outcome of the

lecture.

e r4.Tell your tuds y ve otant to him. How

will it help him on the job, in school, or at home? Me needs

to know how it is relevLnt or meaningful to him.

5. Pretend you are talking to only one or a fcw persons. Make

your talk personal. You really are talking to one person at

a time, since each person in the audience is listening to you

independently.

6. Move the student from simple, basic or familiar tasks to the

more difficult or unfrnmiliar, e.g., give him concrete illustra-

tions at: first, and later deal with the more abstract or symbolic

material.

7. Break the material into short sections. After a certain amount

of information: (a) ask him a question related to the material

just covered; (b) request that the student write the response

to that question; (c) immediately give him the right answer.

If there is no "correct" answer give him a way to judge whether

or not he was on the right track. Let him know if he was successful.

Give him a chance to correct his errors.

8. Again, remember to stop often and have the student respond in

writ,ing to your question. Then tell him the answer so he'll

know if he responded Correctly. These three steps (i.e., asking

a question about the material, having the student respond, and

t1C7



telling him if he respone.ed correctly) will probably improve

his effuctivens marhedly. A handy formula is:

a. ..e..T 1...1. your studcntn what they're to do.

b. Let them do it.

c. Tell them if they did it.

9. Use Visual images and concrete aids whenever you can. Diagrams,

shetches, slides, and transparencies are helpful. Whatever

you do, substitute visual aids fcr the nouns or objects in your

speech. Substitute flow charts, graphs, diagrams or films for

verbs to show action or movement in your speech. Your words arc

much less effective when used alone.

10. Ask a simple question or two at the end of your lecture to find

out li;:w effective you were. Collect the papers and check the

responses. (That's right, find out how effective you were!

After all, if you did a good job, nearly all of your students

'should pass this little post-test.)

11. If you dare, ask your students to evaluate your lecture

anonymously. Distribute some interview-type questions following

your presentation. Ask the students if they were bored or

stimulated, confused or helped, discouraged or inspired, etc.

12. Analyze the data you receive from your post-test and interview

questions. Which portion of your lecture needs improvement?

Which portion is now working effectively? Change what isn't

working well. Keep doing what is effective.
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Now that you are thinhing about: ways to altet the lecture, you

might ol;:o consider the following more drastic procedures:

1. Bring a tape recorder in to your lecture session. Turn it on

before you begin. After your lecture is over, put the tape

in the library for those students who misstd your lecture or

who want to hear it a second time.

Want to be even more daring? Tell your students they don't have

to come to class. If they want to go to the library on their

own to hear your tape, let them. Then test all of your students

at the end of the course. See if those who don't come to hear

your lecture in person do just as well as those who do.

You may be surprised at the results. Some teachers find the

students who work on their own do just as well without the

teacher. Uhy? Probably because the students can go to the tape:

a. when they are ready for it, and

b. as often as necessary.

2. Write out your post-test or final exam for a given unit of

work. Split the test up into two alternate sets of items, so

that both exams measure the same skills.

Give one serof items to your class before you begin your

lecture. Test them after the lecture on the other set of items.

Your class will probably do better, just because they know what

to focus upon when they listen. (You may be thinking, but then

they'll know what to look for and they might get all the answers

right. You are correct!)

LIC9



3. Give your class a set: of worl:sheets to follow which they can fill

out: as you ::pull :. Let them take notes on these sheets. Your

key words, phnises or questions will force them to attend to

what you belleve to be most: important.

Below is an example of such a worksheet for this article:

THE LECTUgE: CAN 1T hE IMPROVED?

I. Which method of instruction is best?

II. Twelve ways to improve student learning:

1. 7.

2. 8.

3. 9.

4. 10.

5. 1.1..

6. 12.

III. More drastic procedures for altering the lecture:

1.

2.

3.

4.

5.

TV. Dr. Johnson's addrt.ss:

A'? in
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4. At the beginning of ench lecture pass out the following:

a. objectives

b. sa;Aple test items on the lecture

C. practice questions or exercises based on the lecture

d. answers to the practice questions

5. Most claring oT. all, perhaps, convert your entire lecture to a

self-instructional booklet or tape. Let the students rend it

or listen and look at 4L on thcir own, at their own rate,

whenever they feel nice it. This will leave you free to become

as TUTOP., to stitrulate, arouse, answer their questions, and clear

up confusion while they work on the materials. This should

shift your role froia disf)enser of information (1 ik2 a cigarette

machine) to a manager of the environment, analyst, inspirer,

diagnostician and clarifier.

Do some of these ideas sound like fun? Good. Write and let me

know if any of these suggestions help or hinder ,lour classroom

lecture.

Dr. Rita B. Johnson
University of North Carolina
Office of Medical Studies
Chapel Hill, North Carolina 27514



LirAcd c the attacned shc,ets i rc ?!..) statement 1dt,2d tosen., as cjili.d;:n for rating 1uc Lu rc
pro;-;(,nt::.;ticn. AftcrLo lecLure, plese rcp:md to ear stmont, by ejlf:n:Itlilhenumr th::t mo:3t cloely corIusponds to your obcIrvtion. 1.1f7,0 thenumber code listed below:

4 = very acleguatcay
3 = adequEltely
2 := swnewhat acicqw(tely
1 = not ackcluately
0 = un&ple to jud:je

'ME CONTI,T:T P;;ESENTED WAS SUITED TO:

1) audience level (s) of
sophistice,tion;

2) auclienco interests

IN PRSINTINC, CONTLNT, THE PRESENTER:

3) snccified purposes in
introductory statements;

c.

4) organized material in
logical sequence;

5) exhibited a thorough
Rnowledge of the subject;

6) used examples to illustrate
main ideas;

7) presented divergent viewpoint.
for contrast and comparison;

8) made clear his own viewpoint;

9) used clear, relevant illustra-
tive materials (e.g. slides,
tapes);

10) cited authority to support
statements;

4 3 2 3. 0

4 3 1 0

.4 3 2 1 0

4. .3 2 1 0

4 3 .: 2. 1 0

4 ..3 2 1 0

4 . 3 2 1 0

: 4 3... 2 1 .0

4 3 2 1 0

4 3 2 1 0

ti.-41.
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11) stimulated the audience to think;

12) summariod most imporLant poins
perirallv or at end;

13) developed a conclusion rcdatod
to purpose;

1') adhered to time limits;

7G TD nr,S.DT T IUSENTRDURIIE YIAION, HE E

15) di_Tlayed sincere interest
in the subject;

16) appeared at ease;

17) was free of disturbinj
mannerisms;

16) was ssnsitive to cues from the
---audience;

19) encouraged audience to raise
questions;

20) avoided confusing technical
jargon;

21) could be heard by everyone;

22) exhibited a pleasing quality
and tone of voice;

23) spoke neither too rapidly
nor too slowly;

24) used humor judiciously,
appropriately;

25) maintained audience interest
from beginning to end.

4 3 2 1 0

4 3 2 1 0

4 3 2 1 0

4 3 2 1

4 3 2 1 0

4 3 2 '1 0

4 3 2 1 0

4 3 2 1 0

4 3 2 1 0
::.

4 3 2 1 0

4 3 2 1 0

4 3 2 1 0

4 3 2 1 0

4 3' 2 Yr
1 0



INSTRUCTIONAL SKILLS woRKsHop, 1969

RATING SCALE FOR DISCUSSION LEADER

Following is a list of contrasting pairs of behaviors that
discussion leaders may engage in. Please circle one number be-
tween each pair to describe the person you are rating. For
example, suppose you were rating the discussion leader on the
p.E-ir of behaviors:

Relieved tension with a Allowed tension to rise
joke or laugh"' 7 6 5 4 3 2 1 without interference

First, you would decide whether your discussion leader re-
lieved or did not relieve tension. Second, you would decide how
often did he relieve tension.

Suppose you felt that your discussion leader relieved tensior.
often but not always, you would circla(6) If you felt that. you
could not decide for or against relieving tension, circle

Be sure to make one and only one circle between each pair
of behaviors.

Before you start rating do not forget to record the name of
the person whom you rate and check first session if you are rating
him for the first time or second session if you are rating him the
second time.



1. R...2:%ed, live3y
animated manner of
leading discussion.

2. Ased participants for
noir opinions and
su:Jgestions.

3. Asked open-ended
questions that could
be answered in
several ways.

7 6

7 6

7 6

4. Expressed acceptance
of participants' ideas. 7 6

5. Encouraged discussion
but kept it to the point.7 6

6. Helped the group to
reach a consensus.

7. Encouraged participants
to express different
points of view.

8. Palled out of arguments
concrete things to be
learned.

7 6

7 6

7 6

9. Shared with group members
the responsibility for
guiding the discusSion. 7 6

10. Relieved tension with a
joke or laugh. 7 6

11. Tried to draw non-
participants into
the group effort.

12. Put suggestions made
by people in the dis-
cussion group into
operation.

13. Provided for review
or summarized
discussion

7 6

7 6

7 6

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

Monotone, ZO:.:2W..

stilted manncr o2

Inhibited p,rtc:.-
pation by oZferinc
opiniors excevc!ly.

Lsked ucloca" cvt-
tions to whlch
was only one fact:;.:.':.

answer.

Imposed himelf .zy
ing to push his ow:: iaas.

Allowed discussion -)

wander from the suct.

Refused to comprom:._
a point.

Stifled the ex pro:
of differences in
opinion.

Allowed arguments
terminate ambig.:3u.,iy
out clarifying what ha:,
been learne.

Decided what shall be
done and how it shall
be done.

Allowed tension to :.use
without interferenc:.

Did not attempt to influ-
ence the amount of
cipation of
meMbers.

Allowed sugglstions to
evaporate without
plans for action.

:,fled to review or
summarize.



Tiv:trurAor's Poon

Teaching Techniauf-,1 Spcific Methods

Group_Ili-;curion

An tLe article by Glatthorn (Learning in the Small Group) points
out, there arc many types of small groups not necessarily definable
by size. Each ha'; particular characteristics and is appropriate
for certain learning tacks. Whether or not participants are given
copies of the article is up to the discretion of the instructor.
The abstract titled "Small Groups" it certainly appropriate to
most participant groups.

In addition to Glatthorn's description each group can he viewed as
a series of interactions. (Thenr.! are discussed in "Assessing
Behavioral Characteristicsand Interaction".) Interaction analysis,
i.e., describing what is happening among the members of a group and
within a group, applicable to many group settings and may facili-
tate a study of their efficiency an0 effectiveness as a teaching-
learning tool. A variety of observational forms are available for
this purpose, as described in "Observation of the Learning Process".
The form included here for use is intended primarily as an illustra-
tive, easy-to-use form and does not purport to be supportal,le
by intensive research.

Instructional Aids

The following materials are available:

Handout: "Small Group"
"What Is Group Process"
"Applying Behavioral Characteristics -
Interaction Check List"

Trigger ?ilm: "Small Group"

"Destroying Resident-Patient Relationship"

Article: Glatthorn, Allan A. - Learning In The Small Group

You may need:

Video or audio tape ecieipment

6 - 1



Instructional Outline

Advanced Organizer: Distribute "Small Groups" abstract one week
before the firs,: session:

1) Show the "Small Group" trigger film and discuss
ineffectiveness of leader and leader's style.

2) Arrange, if possible, to audio or video-tape the
discussion above for later use.

- BREAK -

1) Show or listen to the tape of the first portion.

2) Collect imp:essions (good, bad, etc.,) of the session.

3) Introduce the "Applying Behavioral Characteristics" and
(Interaction) check list and re-play the tapes using the
check list.

4) Discuss differences among these techniques and their
potenti I value in assessing the learning experience.

6 - 2

4%7
1



SMALL GROUPS

Oblective:
_

The participants will be able to

1. name seven types df small groups and

2. describe the characteristics of each, including

a. optimum sizo,
b. leader role, and
c. function (place) in the learning .process;

3.identifv any errors of leadership in any example
of ,a small group and

4. explitin why those particular behaviors are errors,
including in that explanation the conscqudncos for

a. the student's learning and
b. the group as a learning environment.

6-3
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SMALL GROUPS

In any sequence of learning, a teacher must decide
among at least three phases of instruction: large group,
small group, and indvidual study He must allocate among
these phases information and/or skills on the basis of
efficiency: what must be comllunicated to all students at
the same time? What is best done with only a few students?
What can the student be expected to pursue and learn on his
own?

After this allocaton--particularly in regard .to.
the second question--the instructor must decide on the type
of group necessary. The purpose he chooses to accomplish. will
not.only determine the type of group but also the behavior
of the leader in that grou.p.

Most instructors approach small group instruction
as though small rrotin is synonymous jth feminar, but there
are several types of small groups each having a particular
function in the learning process as the instructor may have
decided in the above pre-instruction decisions he makes
about the imparting of his information. The attached few
pages constitute an abstraction,regarding these groups and
their characteristics, from Allan Glatthorn's "Learning in
the Small Group." Before viewing and discussing the trigger
film on small groups, you should be very familiar with the
group Glatthorn presents and shouldliave done one of the
following activities:

1. Determine which--or if all--of the small groups .

are applicable to medical education, how they might be used,
and how you as leader would 'function in each.

2. Construct a rating scale for evaluating the leader-
ship in a discussion and apply it to at least one actual
setting.

3. Identify the areas of resident instruction that
would be allocable to the various groups Glatthorn discusses.

6-4 4 ,-9
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called groups have potentially o':)servable pattcrns of L.;.236.n
procles.s, And whether obseved or the nature of the

i.ffects the deree of success that grel-kps
th(:ir tasks o: in Llaintanc; their existence in a

zannr 'c.ha.", yields satisfactior. to 4-.;5 :bers. Awareness of
urfoup process better enables one to dias-nose group proble::s
early, to deal with the= =ore effecively, 'ovi: a -Lore
likely possibility .that the Grour, will function successfully.

Gruup processes. occur in' all ty-,-,es of grou'os and the
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OD to hc:lp ye'A

O: indication o:7 verb:a :pa.tic.ipation Le:L
&iffereneeL; :In the eL.o,-,n.t c: ..picipation al:,onL;

Who ere h 17)c:otriator?

")(as Who c,re the

). shfts in -o:-,rtiation?7

bec-o;e tLlkative.
see any pos:,.b1 :?eaon. fc,r th:Ls in the L;rol:,D;ri
ariteraction?

Vho talks to who:2 Do see any .2eeson
in the crou)'s :ntaraotf,? Who talkL; a.fte:2
O.. .:ho interrts

5. Vho do loca at when they talk?
a. Sinf.:lo othes, -.)ossibly potentiel
b. r..1.'ho

c. No one. (-1 c'oc0 r )6.6 60

6. How are the silent -;-)eo7:10 teated? How is their
silence interpreted? Consent? Disacreement?
Uninterested? Pear? 7to.

7. Who keeps the b&11

B. IN2LUENC:3

Why?.

Influence and participation are not the same. Some 7)cople
nay spea4. very little, yet tney ca7,turo the aJ.c..
have an impact on the whole croup and the direction it tal:Les
Others may say a lot but are Generally not listened to by
other members.

1. Which members are high in influence? When they tall:
others seem to. listen.

Which members are low in influence? Others do no::.
listen to or follow them. Is there azu shns
in influence?

Do yOU see tJ:,-;y r;.valry
struGGie for lo::,dershlp? Wnat offc.)t
on tho 12?

Is the:.'e,a
does it haw;
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r,r'-'e." L: con ma'ice

to t:nc group' F.;
.2:::.Los to ftnciv.(lo

oz.,ch

member in a (1-,roup's
diEcussion or dooisions.

presses his feolinzs.s and ordinicns opcnly and

directly with a minim of judgin3
01;on

VG hearing the impressions others have of hin.

When feelings run high and tensions mount, he.deIf.-.

with the conflict .n a -oroblem-solving
mannor.

4.;.Dron-o-c,t:
Tries not to be influenced

nor to

'others. Appears to lack involvement
in the grou,

Has difficulty co--iting
himself to making or

accepting group decisions. Participates
mochancal:.7

and only in response to another's ouostion.
hon he

talks henegates
what he as speaks tangentisl:

or generally it is difficult to know just what his

opinions are.

D. DECISION =In PROCZYMS

W as
we 'are aware of it'or not, groups are mekin

all the so= of the:; ,conscio.,Isly
and in reference to

najor tasks at hand, some of them without Tazch. awareness

in reference to groun procedures
or standards of operazien

It is important to Coserve how decisions aro
made in i,.

in order to azsc:.;s the a-ciro-:).-:.iatoness
of the decision to

natter bein;;-
decided on, n crdcr to assess wheter

sequences of.given
methods are really what the c;rou.;

bargained
for, and to see how the procedure affee.,;o

tentin3 the decision.
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0.oc:;.sionr:, aro no'.-,orim.:)ly to 1.4:.;C !o.

"Uell, wc: we?"
is We e. on)y

..",Z ye we
and v,ho or no.

1. 00: i2)0:(:: 2:, a :("Z.V.:::J,:t.O.: unneil
3-;0-6

For c-zaple, we C;:ould 1)eIn he
now" . ev(!ryonecnext.

.

an...-,ounes a docim.on

-Por he ccr!cl:.C..es on .6.1! toc t:1
be e.:..nev.ssed start r:Lt in to tan aDUji;

C. zc'.-Yport,:3

or Doth of the::, c;.rry it out. Jen
"I won0..cr if :1.; :lc bo ic1LL :Li we int.;.e
ourE5elv3?" I thin it wo name ic

objections. 13
called 1' O re peo-ple polled indivi6v.alay
th(.1fLr pos,tion?

,.. nn
C a.,.L group

partlepate in a decision. A genuine explo-r&tion
to test for opposition and to dete=ine whet:i,J2
opposition feels stronsly enowsh not to be willin:.;
to izple2lent a deoisio.a; not necessarily unani:ni':,y,
but essential agreement by all.

Of course, some grouns.never reach a decision. They wander
from one topic to another and May discuss endlessly.

Bo ..=5:22:2,HIP

A major concern for groun members is the degree of accenta:.e.s;
or inclusion in the group. Different patterns of interactici:1
may develop in the group which give clues to the degree and
kind of membership.

1. Is there subgrouping? Sometimes two or three membc
may consistntly acree and support each other or
consistenly disaj..;ree and oppose one another. r.2o

what dezjrce do these subroup events occu::Dy he
attention of the c;roup as a wsy of gainins
for ii;s na...-:ticipant;? Or sce coalee
around rc3ectin the group, because of the group's
membership or coals or 3:roceaures.

10-r0



2.. Do :(),e ;o be oilticl.e
They mv be fzer cycf of 6he (cisolp
hrv:: "LZ,.r Do

'L,C) be mw, (.:hey

or forwc,d or they hl:,re easy accos to L,C6t:::::fl;

the floor.

any L;rovcp fu elis arc fl.ec:c.ntIy
by nJeaction::, between IL:,:bes. These feeIinm
are '6alkecl Lbot Obsvc-r3 nay have to
bc.ed 0".fl VOGC; facial e=essions,
other non-vobal cues.

1. What :is O' feelin[r,s do you 00:.;L7VI:
V.1 e irritaon,

oo,.e;,0...venes, conflict, otc.?

2. Do yo. 5CC attents by [2ro-o,n =bc:.;'s to block t'r:e
exnress:,en of or nosi.i-dve

-How .1-z this ..one? ;)ee.-:. anyone C,o

Stanclaras or round rules nay develop in a gro: thlYc,

stron impact on the behavior of its members .

cry.ress the beliefs or desires of ro me:::ber as to what
behaviors should or should not take place in 'L-Le grou
These nor::.s may be clear to all mczbers (explicit), 02 -:;ay

operate below the level of awareness of the grout) neLbers
.(LLplicit). Since norms may facilitate or hinder gro,:p
progress, it is important that they be looked. at (that
implicit norms are made explicit) so that the group can
decide if they wish to accept them,

1. Are certain content areas avoided in the group
for example, sex, religion, political views., talk
about present feelings in the group, discussion of

'the leader's behavior, etc.)? Who sees to re-
inforce this avoidance? How do they do it?

2. Is conflict avoided when it occurs? Are group
members overly nice Cr polite to each other?
only positive feels expressed? Do me.,..:.be:r.s aroo
with each other too readily? What happens when
members disagree?

3. Are there nor.ms abo.cst 7)!:rticipation? (?or
"If I talk, you :t talk." "We can oz;ly
our stron:;ths and not our. difficulties or vice
"We talk only about -the person's ideas aLd not his
porcional stylc."

61/ 100.
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giv-ir42; suEzo:3t-_:_on:J and

T. Intor)rotin
of confus:I.ons; elofin'in;;

ter; indicating alternatives and issues bef:,-.e
the aroup.

5. Su=Prizinir,: 1Jin to ether related ideas; re-
statInG suestions after the group has disousc:1
them; offering a decision or conclusion for the
group to accept or reject.

6. Cor.:7:ensus Testinr;: Asl:ing to see if the group .s
nearing a decision; sending up a trial balloon to
test a possible conclusion.

XAINTEN'NCE 2TIMIONS

These functions ate important to the morale of the roup.
They maintain good and harmonious working relationships
the me:.bers and create an atmosphere which enables C- C..-
to contribute maximally. They insure smooth and effective
team work within the group.

4

i

1

1

I

i

1., ,,,,.. v........_
.,,,,..;,1 10.:,,-,_,. Control'i-,,-, the channels of cc--, " J

tion in two ways:
a. Gate openel's: Hel-3 keep co::,..Lunicatir.:3 cl.r.:.:.

i

open; noJ.p others Get into the discussion.
b. Gate closets: Cuts off others or intertu-/c,s

*
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ASSES; IN; nri CII7t1ACTE101;11.(75

On-' of the first steps in the !lanaq-meLt of any particular
prolem clinically is the entablint of an accurate and cool-
pirtc! cli.ignois. This particular ee..-cisr. i.i basically desiqw I

as ,71 di;:onostic tool to he uc1 in exialuating teaching situations
with which you are involved. Althou0 initally it may seem to be
a bit 1).71,.:ic to analy:,e the details of inlivioa] interaction in
the course of a larning situation, it has been found to he of
value in asncssin:r accurately what is going on in your program in
order that you might continue to be satisfied with it or identjfy
proble in ordr to apprupriately cor)(2ct them.

As a result. of the progrom formulated in the folluxing pare-
s you shnuld be better able to

1) unc the intor7:xtion analysis sy::te:o. provided to
idntify the behaviors in varying tdachinq situationn.

2) relate the behi.viers manfested to the overall plr.n
of ihe lez'rnin7 sUuon anCi 00.erminc whothcr the
behavior hinders or assists the progress of the learit-
ing situation.

3) identify changes in behavioral patterns, if they
occur as a result of the staff development.

4) assess their own behavioral characteristics manifested
in various teaching situations.

There seems to be little question that discussion involves
individuals in interaction. The ways in which one individual
interacts with another are well documented in interaction analysis.
There are a prolifery of schemes which have been developed to
chart these interactions and the ways in which one individual's
actions can precipitate reaction in another.

However, these plans are generally designed for the use of
the trained observer rather than the active participant. Further,
they generally require extensive background in group dynamics and/or
protracted p3riods of training and practice.

The method proposed here is uses of a form which allows the
individual to be identified and thc behaviors displayed by them to
be itemized. Symbols are used to identify the behavior in question.

6-14
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10,17,c-1 ng the P,,l!avior Characteristics

The7;e

`N.

Ne;Ininj thse actiowl which tend Lo bring
disew,r.ion to a point, or 1;c:111 it "on the track."

op:.n. Used to indicate tho,:e actions which broadc11
thc Oiscf:sion or 11(.1p to considor adlitional issues.

"m:.:,-

elevatc.. ))c re thc individul has attempted
to raise the level of discussion.

simplify. Meninq those actions which bring thc:: dis-
cu!;sion to printed or simpler illustrations.

= Wock. Those actions which Lend to stop further discussion.

trici] balloon. Actions which indicaLcs that the individual
is presenting the idea for consideration by the
forms.

6-35
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thnt t}io s;:al group is c,I,e of the most important
ci.:e;! ;.eci :it this wc, could ,,m.vive without

ho . the co;a:,;(.v:....; of the noNili:e schec:tile.
;31:1 wi; a Lc We W'vvid fail in otIr Tic

: grou;) th:,t v, e can multiply tho
inte.:,:c: ion. An,:). very sii;i,if;ci.nt kincis of learning take

pl;:eo

of prin.,: importance for the student. lie learns bent
11-,e proce:cs, :Inc; the :;Triail group mo:a

ineo:ve:nerd. In the sm:111 group the f;t1Rielit 15 SvCri
l. ea;:not be cannot get lo:t as a p:o.sive

:::;nt is more '.t (.a:;c gradiajly bOgilis to :;i)eak
with h:rn. sti;deilt \\i0 enjoys ifl

fro... or E.;;;; 1ju,ing with him in the
or lc; listen. A:ici the students are perceptive of

. . of !;,uck'n: reveal ovcrwi,chning
.. . as a h..a:.ning cnvironmem.

in very obvious ways. He f.s 1:irnself functionin;'; in a
if .nt ;:ad of rz.'.c.,--1.,enc s..;ch a chn ge. We have frc

qu iy lr he eiaeational platit.Ide that "changing a .,;chedule won't change the
'teacher." Don't 'ac.:::e.ve it. 1.1'c have found that schc(iuling the te:.,:hc.r for it small
groi:;., does el'h,r,ge teacher behavior. Even the most dogmatic and didactically
oriented teacher f.n ds that he just can't lecture to five or six students. Our ex-
perience has beer. that once teachers have been successfully introduced to small
group, they want more and more time for it.

These beiie:',ts far the students and the teacher apply in all subjects. It is a mis-
take to think tlh:t s--,11 groups are useful only in English and social studies: they
have proved to Le effective in mathematics, science, and foreign language. Inci-
dentally, we have found s--11 groups very effective as a way of working with
problem stue.ents in guidance oriented seminars. Use this as a 6,:neral maxim: if
you call teach it in a group of 27, you can teach it better in a group of 10.

Given :Is basic importance, how do we schedule for the small group? There are
those who say it should not be scheduled. Let the teacher divide his class group
when he sees the need for it, the argument goes; he will thus achieve greater flexi-
bility. Unfortt---te:y, the average teacher does not operate this way. Given the
option, :nos:. teachers would be so obsessed with their need to dominate instruction
that they wen,:d only very reluctantly and only very occasionally divide their classes
into small r;roap.

WC: begin then by arguing that the small group is such a vital component of
learning that it roast be a scheduled activity and scheduled as often as possible.



tour

Given this premise let's turn our rAtention to other specific matters dealing
with the smill group.

arrangemenls would make for the hest small-group perform-
anec,? We shoeld nat ir,;:he the inistal;c of asnening that the small group can func-
tion effectively in any hind of cneironment. Adequate ventilation, proper seatiu';;,
good acoueties, a ad i.ttractive environment all produce better
the hns 1.),'.en much well deserved kidding about the teacher who always walits
"put our chairs in a circle and begin to discuss," such scorn should not rnahe in;
forec.t. that for most small group purposes, the itrrangc.ment whereby people who
are spealdrg to each other can also fare each other is the best a rrangerner.t., Very
carctful research has documented the fact that such an arrangement ocic': 1 he

most prolactive exehange of ideae. One interesting sidelight: even in a circular
arrangement, u;-be:' s tend to addrei-:6 more communications to the person opposit e
them, not. to the person on their i i.;.;ht or on their left.

flow small slictild the small group be? Polisibly no other aspect of sinail-group
learning has been so chligendy reuearched. The research suggests that, first of all,
there is no single ideal size for all groups. The best size depends on the nature of
the task and the skills available in the emice:; of the group. it has been inu.-gest«?
by Thz-len that for any task-oriented group the ideal size is the smallest. number that
represents all the required skills necessary for the accomplishment of the task. In
a group that is esentially discussion oriented the evidence seems quite clear that
five or six represents the optimum number. With a group fewer than five, the indi-
vidual members feel threatened; they know clearly they arc on the spot. Such a
threatening situation tends to inhibit free response.

On the other hand, ir, a group larger than five the amount of participation by the
individual members can fall off sharply. The bigger the group, the greater the gap
there is between theynost frequent contributor and the rest of the group. In a typi-
cal class group of thirty, it usually happens that no more than one-third participate
actively in a forty-five minute period. Even in the group of twelve or fifteen you will
probably notice that only the most forceful individuals are expressing their ideas.
My hunch and it is only a hunch is that the small group starts to look like a
class whc:n it gets to be about 11 or 15.

Does thiS mean that if teachers have been scheduled with a group of fifteen they
must conduct. the discussion with such a number? Not necessarily. They should
experiment with group size, find to what extent all can he actively involved and, if
necessary, subdivide the seminar of fifteen into two groups of seven or eight. One
note about the composition of a small group. One study has indicated, perhaps
surprisingly, that heterogeneous groups are superior to homogeneous groups in .

finding inventive solutions.
So much for the matters of physical arrangement, size, and composition. Let us



turn our at ent ion to the nsturo of hadership in the small group. Here again
iltar,-; r- con`sse;: ::re tho.;e who contend that Only the teacher
can direct th,' $.a:mll group mui only the teacher wlio also teaches these same stn
ti,:ats in 011,Lrs insist so strongly on the imp:n.tance of a Pla.(111-Celltered
It (ion lnt theva,crt. ha only the student can lend. Both poso ions ignore the
very I..e point tluit leadership is a funclion of ;ash. Later we ',hall attempt to
point out more specifically inc,v 'Lit; is so. Even %%lien student )c;tdcrship is used,
hov..oecr, in;- the F;I:.:cent dth.:5 1101. end the teaclier's respolisi-

ralls: werii with the leader, prepare hlm, help him r.ee the kinds Cd cotes-
that rnttst be a,l,ed, help him valtalto the discusriO». It is usually wise to

rotate student A:so, it dc:::ntblo to use' the student ohserver
in the ;;r.:). The observer can serve as a summarizer, evaluate progrots and, most
ir...airtnntiy, can keep tivcit of pitrcip.ition. Most tea,hers are blind to the extent
ti \'..ltich t,tudent5 Cu not participate in ino.,.1 discussions.

We have heard :cit ti-21; and have read much about the importance of democratic
leacicssl.ip 1..roi.p. few paints perliai.s toed to he nracie hire. Democratic lad-
ership does not :c.5 lai.scz faire leadership. it inchns, tiret, the active participa-
tion by the teacher as a guide whir. has respect for student opinions. It means the
teacher must. list.: Lc studeat ideas, mast give suiclents a chance to express their
feelings, titcl should within reason permit student preferences to determine the
nature of the group task 4 the methods for group attach. In the long run, demo-
cratic leadership may he preferred by the group; initially, however, students resent
it and prefer the most directive kind of approach. One study showed that in 0 group
with an active leader as opposed to a group with only en observer, the leader-group
more frequently arrived at the correct answer, since the leader was able to secure
a hearing for the minority viewpoint.

Just as leadership will vary with the nature of the group task, so will the optimum
length of time for any single meeting of the small group. As we discuss below the
special types of small groups, it will probably be possible for you to make some
inferences about the time needed. I would, however, like to make some general ob-
servations based on our experiences with two years of small group work. First, we
have found that our single modulo of twenty-three minutes can be effective for some
types of discussion. While some teachers complain that it seems a bit too short,
personally have found that it is desirable not to reach closure with the small group

but. to have students leave with the issues still unresolved, with questions turning
over in their minds. Also, some teachers report that our double module of forty-six
minutes is ju:t a bit too long for the low ability student to keep a good discussion
going. But these judgments arc probably best arrived at. through your own expe-
rience, not by listening to ours. As a very general rule, let me suggest that a thirty-
minute period might work well for most smail group activities. 3';t'- %



What of the,e small group tasks to which we have alluded? What can the small
group 0,o in the educatio;,al setting? liere again there las; been a too narrow view
of the siaall groan. Some t eacuers think that the small group must Le tied in cio:iely
with the content of the curriculum, and they get much upset. if each of their small
group;; does no., fllo\v a giver, hirge-group presentation, Such teachers are too
1111:C11 concerned will: covering the curriculum where they should Le conec.rned with
vi:colcring a world of c;.:citing knowlekfe. And it is
in the small group that uncoe. . and discovering best take pinee. Actually, of
course, the smali group has numerous roles rind functions which can be kin; ided
simply by ashi:;;;, "What can 1 do with a group of ten that J cannot do just as effec-

a lr.:'ger group ?" 1 would like to discuss with you several different type3
of instrue:tionnl groups.

The f.r.st called the task group. In our "life adjustment" days we called
it committc,..! But it is not to be sncereci at. The snmll task group can be all
effective way of involving students in many types of manim!fn) work in which
each member can make it signincant contr:bution. The roles for the succes-:fid task
group are kno\vr. to al: of us who have worked unproductively on committees: be
sure the task is clearly ddined and understood by all be certain that roles and
individual assignment., are sharply delineated; provide the. necessary resources or
indicate where. they might be obtained; check closely on the progress of the group
and hold them to it realistic schedule; provide for some type of feedback to the
larger group through oral, written, and/or audio-visual reports. This diagram per-
haps illustrates the nature of the task group;

TASK GROUP



:,econd type of srnr,i1 group I would designate as the didactic group. In the
tho teacnei' or a student leader presents material with the

. At tirnc.s We hear educational dogrontists state that the
teacher Crioalc: ter.ich in a ;:niall group. I )!ways suspect !,nr.11 dogmatic

Ti;crc., is ju:-..ter.t:o:.., I thinlz, for the teacher occasion:illy to use
me nail to to clarify, to instruct, permitting the rtudents to interact
wit): ar,d eor.T.nc.nts. I Ufl there are c-:rlain n teacher can teach
in a sir.ail I mean teach -- that can no he taught as well in a class of
tv.enty-sycn. I woliid diagram the clid;..ctic group li;;e this

DIDACTIC GROUP VoVO14



third type ;i.t I.)ost be called the tutorial. Here, the emphasis is on indiviflual
rriction, l'y or illthough it may well be individual instri:e-

ticill, mctiviition, or ('\'U: C:: for zin int:lepvudent study project of an advance(1
rintiiro. teiic.!:er - or ;in in iible student merely oses the small group sof,
sion to 0. in ;tiro .incril:ers. A good teacher can prohiitily
effeve citt.c.r.tici;, to seven or c.ight students in a half-hoar period :Inc:
accoii-iplirli much rt.ai ht!iiefit Jar Ow learner. The small group tutorial might lool:

tilis:

TUTORIAL GROUP

t



fo.,:r;1; j!, ve ter:n I disetnTive rycn..p. 'Phis is the free and
1:y a cf a tc...)ic of prin..t.. to them. It \vould

he a a:...ta;,e for teaeht..:'s eitller to (,::c11..,1e comio.f.t.ely dkc..-...;o',1
hi It tnt aft. I cim nftc a ver.,.. val;t1 (.6ntril)ntion to any (11:1::p.
:;-;: co;itruvc:,y Cl' ifsmie:: Of :i',.;nif:C:ant intriTy.t to stucle;:ts.

No of the tv:ichcr tNC'opt to find the tc,pie. of ;i:',1-
chat fii the (.1.,is:;. And the teaCner's Fold; i:; rnecly one of an i;ltere.ited

AP he o of the Way. 3Ie hoild listen attentive:lv to
notice \'ho part, \vatelt clos...!'0. for 1,t11(.1,2nt

coui.:4., nec.d overiviing thc.
al,proacl.., i can Le a reat of tin..c an(?.. often is pro:ltletive of ip.Ithiiig

exc. -;.;c: proji;;.:ici;s, rner,:o.y to r,-..in,:orce erroneous iti..2as. Teachers
who hc;;;Nt " \Ve have the grew, v_ in my el.:iss," üí te),
are if "fcat ..,,Fet.1:::,,ion:;" are only littil-sc..ssions,
The nf.ght. look

DISCURSIVE GROUP



The flfth l;ind of group is perhaps hest characterized by the term "brain storm-
ing" eoinci: by A loz 0Lborn, the oriinator of the technique. "Brain storming"
the hull-session, is free and uninhibited. 11. tends, however, to be problem centered,
or solution centered. The. teacher's role in the "brain storming" discussion is merely
to motivate, to get, the ball rolling. and then to stay out. The teticher should not
criticize, evaluate, or react negatively to any idea advnnced in thc "brain storming"
session.

Here are a few st;;gestions culled from Osborn's bool-is: 1. The ideal number for a
brainstorming r,roup is :bout twelve. 2. Chowe a subject that is simple, familiar.
and tall.;able. WI:en :problem calls for use of paper and pencil, it usually fails to
produce a ;.:ood session. 3. Criticism is ruled out; adverse judgments of ideas must.
be withheld until later. .1. "Yree-wheeling" is welcomed; the wilder the idea, the
better. 5. gaantity is wanted. G. Combination and improvement are sought. In addi-
tion to contributing :dens of their own, participants should suggest how ideas of
others can be turned into better ideas, or bov...two or more ideas can be joined into
still another idea,

Those who are interested in more information about "brain storming" are rc-
femd, of course, to Csbarn's own worlts.

The diagram below shows the problem centered concern of thc brain-storming
group.

:! t i BRAINSTORMING GROUP
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The sixth typ,. s- ,f small grot might best be termed heuristic. Here the emphasis is
on inquir.v and di,:.covery, t.r.d tat tencher hoc:tones vhat St:elm-Ian calls a responsive
cnvir,-,ntnent, l.';rief.y, the crnpi.r,'s on the Suchinan inquiry training is to develop
the skills c,f se;enti:Th inquiryto make students skillful ushers of questions. As you
know, \viti: S:tchnitin's air the students are presented with a concrete
problem to serve as a focal point for their invcst4.:ations: in his particular use of
inc:airy the concre:e prol.,lem is a :tin-. of a physical event. The second condition he
c.;3tabli3hes is a re.;ponsive environment: we make it possible for the children to
gather whatever additiona: data they need by asking specific questions which are
restricted to ti.e "v';-or-no" format. Third, we provide guidance in the process of
iraixiry. :le sees three stages. emc:rging here: the first is episode analysis asking
que:iit ions that make sure von have an accurate picture of what it is you are trying
to exploit:. two called the detorminatiori of relevance, asking yes-no (111e=;

.letermine winch facts are relevant 4,o the explanation and which are not,
which cot:d:t ions arc nectest,;.,ry to the outcome of the filmed deinonstration.

The third .stage he calls the induction of relational constructs. This is where hy-
po t heiies are formulated and tested. The children construct an hypothesis based on
relational constructs, test their hypothesis and find it tenable or untenable. The
S;:chint.n approach provides finally for critiques of past inquiries, using tape record-
ings of previous sessions.

While some of us have reservations r,boat a possible over-emphasis on process in
the Suchinan inquiry training, all of us can learn much from the general approach
of making students the question-askers and teaching thorn the skill of scientific
question asking. A diagram of the heuristic small group might look like this:

J

HEURISTIC GROUP i.:4;:....:t.r.
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The final type of snip.' group we in:dm:tie or Socratic, Here the teacher
ti:e 57ratie questioner and ;,..:,onit,!, )le 1:0/ r.::: a pre,y. r, f,:

tl:e "Is Ii Oh of a So....;:,:c t: a yr:.1 17-7,..edy ?" Note that the proble;,
should h one in the al,: cnr. 1)(.,

im'h:,11:U. inf orme d olin'on-.-thro:.:gh the dialog of searching- 77 the

e., ansivei ed by a. reference ii. nct
for the maieutie I laving ped th.'i problem and defined ft clearly, t:ie
te;tlni tke not retire to ill... rear: initoad, contin...es 'Li:rot:ghoul the CH,-
to have a very acti,..c role and the good direussion can ic 7i.d only hy
highly trained toaehor. It is t?e ,` :11.!

111C1IthielltiC lir0!_);W:V With the tif:tCher
Orivilllt the discors-.7.ts hack into a. corner t' C'Yf'!r1H.,..."

preilldiCT, to (.1.efencl their porition. to annlyze their biases and preeonek.ive,.; no-
tions. At times, during the preihrinitry sta;:c the teacher will play th.e -l-
vocate, seeming to anianne positions he really doesn't. hold. The teacher's rerponres
during this stage would probably sound nr.,....tive to there committed to (7,!,..
of interaction analysis"Prove it. Define it. Why do you think that? Where :7 :.our
evidence? Had you considered this possibility? Do you really hcan that.? do
you mean ?" The first stage probably ends with the students confused, p:et. and
dismayed to see their prejudices demolished. But this is only a first stage. 11:if-or:I:r-
attily, some teachersusually very young onesleave them there. The first stage is
destructive, and destruction should be on:y a necessary preliminary to reconstruc-
tion, the second stage.

At the conclusion of this first stage, it might.be wise for the teacher to do a bit of
constructive summarizing. "Now look, we have made some false starts but we also
have come to some tentative agreements. We have defined tragedy as the fail of a.
great man through some external or internal force, a fall which leads to some
greater reconstruction. Now let's take that definition and apply it to Miller's p:ay."

During the second stage the teacher must do a lot of good hard listening. (And
did you ever notice what poor listeners we really are? We really don t hear what
students are sayingwith their words and their non-verbal communication.) We
must listen then very carefully to every student answer and we make a split-second
judgment about how to respond to it. Is the comment totally irrelevant and should
I very gently get him back to the subject? Is his comment totally unliroductive and
should I just give him a bit of encouragement but try subtly to get another answer
from someone else? Does this answer contain a niece of the truth which can be
related to what has been said before by someone else? Does this response contain
some glaring fallacy which should be challenged by some other student? Does this
response contain mi. really fresh insight which should become the focus or a no::: :ine

tw.ac of thinking?
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l.ed, let u.. concli;c:,- \vit.); !.orde final gereral matiers.
',;,1),,.2

; : .. 11,11 1-(1; ;;10;!) cv.1111tIt :".Yn
:(.; y ?" ":;,o iL ix!. oar ;0:41 " 'slow many Of u:: poriicipatk.,1?"

Af, second, th(rc

the
i.c

t. i.ot n( purely (itiantii;.tive,

..0;( h. "' :Ir. to d.!t);',:,t!::.! Lolwevn .l(1
r.tudent fc,.: iii-

sion
of thori. j thc, r.ved ior incosidu:,1

1,0 wise to keep a log of the
in wl.ic;4

, It; r' ;,re lo.y
1,,2 ;.; to ton, cejr ;!ttoi,i i1110 thk

Ag:,;11, :,0
ivv 111;0 )0.4 it ly ear and repoittl to .r.diviciiials. 1Vhile it is dlr.:et:It

1.c-! of l.,!;, soinc ai:;;e,,tions about haiailla,-;
t-01.an-,..ronP l..rt,t, what do you do al,z,ut the hand-wavr; the student

who c:oast:.ntly tl.rasts his in you' face nlid demands your attention?
To 1)( 3 in With. you cannot viir.:)1.1ely. This v..ould only tend to inahc him
resentful or else intes...ify his demands. Neither should you take the easy tray oat
and call on him any thrie he 1:as his, hand wavir.g. Ti;e best answer is to make him see
that yot, valtm his pnrtielpnt ion, but you don't want others to be excluded. Sccond,
what about the student who is tile constant butt of class ridicule? To begin with, he
needs yot. nupport. class needs to learn that each f us has a right to be heard
and that no student or teacher deserves ridicule. No matter how outrageous his
questions or answers may be, find somethin;: in them to support. Make him see that
your class is an open forum for the exchange of ideas, not merely a place where the
sycop..ant can perfortn.

What about the shy type, the student who rarely answers just because' he lacks
security? Sometimes it helps, if the problem is especially acute, to tail: to the stu-
dent, to encourage hist to participate and to prepare him for the discussion to come.
You might say, for exarnpl, "John, tomorrow I'd like to discuss the garden syntbol-
ism in 'flappacini's I)aughter.' Will you give this your careful attention tonight and
be prepared to make some co:r.ments tomorrow." Also, it is helpful with this kind
of student to ignore the ott-ropen tea svarnine; about not mentioning a student's name
first when qtle3ti611: give the shy student Some 1V;411;ing that he has to
answer. 1)on't confrcat abruptly with a difficult question. Say something to
this effect, "John, I'd ;the you to give thoJght to this. l'he garden in 'Rappacini's
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D;:nghter' 'n;:s a synlholic ::ignif,c:.nce, What do you think the gardcn really stands
for?" Tuer .use. Don't lie nfraid a; silence, nut give him a chance to tliblk by am-

i.: counic.. it 1:1;.Y hOt 11;Ive any !iYinbolic sittnificance at. all,
La: tr,o;;; ,,,-;10 utve r -ad the story :r.onorally are convinced that. it doer. have, Do you

to \vim', tho 311:1Y "
So ranch for thc. type. Now le: us say something about the diversionist, the

stu(1,7,..:n, who p.n.;,;. ;y or unintent:onally sidetraelm discussion, lie must be dealt
With fir,r2..k.. CU can r.r.wr gne..ijon of n diversionary nature 1.-'fly and then
;vi, "That's not really the mibain,ee of our discussion. Let's get bark to the point."

At time.;, of cc-u (', the sidc:tra, 't c,.,n be illuminating and provooative, but for the
na the y,:.ohleive centered discta,nion should ;any on the track.

wh:.t of the shecker--uanally a. glfted stlicknit. who tric.,..; 'o shock you and
nis c.::..,;,,mates i.y f,ivkig son.0 outr,;:ceou;; answer. The ohvions an-we:' is not to be
shae:;- since that is tie el:c(: ., he wants. Deal v, it'll his ridiculous answer calm1:,

de:it with it t.;-;(.;,tivoly. :r.)0 not pei mit nonsense (from any source)
to go nnehaliengod in the c2-

It is evid..nt that the teacher :le( c:s much training to function effectively in all
Lrou,: regardless of the type. \Vhat type of training is most cffective? lie

s.a!: he LY.c.wiedgcahle abont On: fl;:dia;ts of tl,o npec:ialists in group dynamics
and socionlet.ry; Shepherd's Swili Croul:s is a good source here, lie should explore
the us,:: of cr.e of the mono. promisiaT; types of methods for aealy'.ing student-t eaeher
intcri2,:tion in the small group. The worh of Flanders and Arnidon looks most helpful
here; and 0''-' sled's Sne 71 Group provides-a good summary of other interaction
analyses methods. But most of all tue teacher needs some in-service training in the
school or the spot. We at North Campus have effectively devoted entire faculty

a to the matter of the sia;::: group and have used small group demonstration

lessons with good efteet. 1. think also the
observer reports, pupil rating sheetS, and audio and video tape. The last, I think, has
much promise for improving the teacher's performance in the small group.

But we must also help the student grow in his skills with the small group, and
these skills can be presented in a large-group lecture. A few suggestions for teachers
might be appropriate ht:re: 1. Stress the importance of the small group sessions.
Some compulsive students will feel that they are a ..vaste of time and demand that
you get on with the "business" of teaching; other students will be tempted to waste
the time with f r:. olous talk. 2. Use the procedures suggested in selecting and train-
ing student leaders and observers; have them use an observer evaluation cheek list.
3. ?kip the students develop goals and objectives for each discussion: what should
we try to accomplish in this session? .1. Stress the importance of listening skills in
the small group. Critical lister.ing is especially important here: they need to develop
the ability to listen objectively to contrary points of view, to weigh arguments

b
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Inft.:rvetor' Not

Teachino Ef'e hniques M ot-.hods

Onc-A n -One In truct i on

Much of what occurs in residency training, or indeed in
most thedical training, is one-to one instruction of primarily
involving question and anwer sessions. It is obvious, then, that
if this form of instruction is to be improved one needs to have a
way of looking at the kinds of quostions which are asked, the
quality and v,lue. This lesson deals with two separate approaches
to individual questioning and individual question appraisal.
Choice depends upon the situation End the comfort of those using
the devices presented.

The following materials are available:

Trigger Film: "One-to-One instruction"

"The Oral Examination"

Handout: "Inquiry Intensity"

"Revised Taxonomy of Intellectual Processes"

"Categorizing Questions"

You may need:

Instructional Outline

Trigger Film: "One -to -One' instruction"

Advanced Organizer: Distribution of the materials "Inquiry,
Intensity" "Revised Taxonomy of Intellectual Processes"

1) Trigger film the "Oral Exam".

a) Application of the matrix to the film.

b) Discussion of the variety of responses on the matrix.

2) Discussion of the film.

7 1
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0. Discussion oE goncrn1 question types. Concentrate on
what methods of quo::.tioning each participant is most

comfortable with.

4. Talk about type of question - intensity and intellectual

process. Role-play each type where possible.

5. Apply matrix to role-play sessions. Discuss results.

7 - 2



Inouilly Intensity.

A major mitigating factor involved in the information intor
change seems to be the intensity with which an inquiry is asked.
Even high-authority figures may make inquiries in a manner and at
a rate which place minimum stress on the respondent. On the other
hand, peers or subordinates may engage in an argumentative encounter
in which the questioning is very intense, resulting in a stressful
situation for all inOividuals involved. As a result, there seems
to be a range of intensity which may be inferred from: a) the rate
at which inquiries are presented; b) the tone of voice in which they
are asked; and c) the stress placed on the various elements within
the inquiry.

It seems reasonable, therefore, that these factors be consid-
ered as inferential evidence of the stress level on the respondent7
this range may be classified as follows:

1. Interrogation: Those inquiries made very intently
with strong feeling, often in .rapid -fire sequence.
Even the rote memory question may be-involved, i.e.,
"What is his problem, doctor?", which may carry with
it the implied threat to justify your position or
else.

2. Cnvestigation: Those inquiries which are somewhat
less stressful than those above, but which likewise
imply the respondent is under investigation and is
expected to justify his posi-tion or state his opinion
with rationale given.

3. Inguira: The rather mild inquiry which is asked
simply for the sake of gathering information and
possibly generating other comment in addition to the
answer to the question.

There are undoubtedly other eponyms for this range of intensity
which might be used satisfactorily. It is also obvious that there
gradations within each of these three sections. However arbitrarily
the gradations to be used are, they should fall into the following
subdivisions: 1 (low) through 3 (high).

Recording Form

The following diagram places these two factors in a grid. If
we can consider that the vertical axis, that is the intensity of

7 - 3
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inquiry, is really a continuum upon which we have placed some
arbitrary dividing points; we can then scale the educational
encounter in terms of the intensity with which the typos of
questions arc ased. The actual record simply consists of re-
cording, in the appropriate square, the gradation of the inquiries
in a given session.

InLerrojate

Investigate

Xnquiry

3

1

3

1.

1

Rec ii Interpretation
Problem
Solvin

V.

1 1.

1
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CATAGORIXING QUESTIONS

Exhibit 4 1

Most learning activities in medicine involve interchange of
information, ideas, discussions etc. While such an interchange may
or may not be titled a learning experience, it's central theme is
the exchange of information which is inherently educational in
nature. It is this process - the giving and receiving of informa-
tion - which seems to elude accurate description. The ability to
accurately describe such encounters is helpful in evaluating and
improving attending staff performance.

THE PURPOSE

As a result of the program formulated in the following pata-*
graphs the attending staff should be better able to:

1) Recognize and categorize types of questions.
2) Evaluate the responses elicited by their questions.
3) Recocjnize the appropriateness of the questions they

ask residents.
4) Categorize the types of activities developed by

residents and attendings.
5) Provide appropriate feedbacks to residents regarding

their activities.
6) Assess their own ability as teachers and provide for

feedback.

Research indicates that the interchange between attending
staff and resident involves two key elements:

1) The types of inquiry.
2) The way in which the inquiry is made.

THE TYPES OF INQUIRY

One catagorization of inquiry is that of Bloom.(See "Revised
Taxonomy of Intellectual Processes".) A somewhat different approach
is suggested by other authorities. Gallagher, for example, has
suggested that inquiries can be categorized by the thought processes
required to formulate an answer in response to them. These are:

7 - 5



1. J2(2te m.(7:mor.y: Those inquiries which require only
remembering or recalling info):mation. "Tell me
what: you know." Orthopaedic inquiries of this
type might well be:

"What medication have you ordered?"

"What diagnostic test is appropriate for .

"When was Mr. X admitted; what other complaints
did he have?"

2. Convrapn: Those inquiries which require the
Titting together" of inform-Alan in order to
'respond. Examples of this type of inquiry would
be:

"Why does he walk that way?"

"110w will this procedure change this patients
hand function?"

"Why didn't this kind of traction work?"

3. Divergent :: Those inquiries which require the
respondent to think of other possible solutions and
procedures than those already discussed, or other
ways in which the problem being discussed can be
solved. Examples:

"What else might you do?"

"What other medication might be helpful?"

"Are there other procedures which might be helpful
for this problem?"

"Knowing what you now know, what else could you
have done?"

4. Evaluative: Those inquiries which require the
respondent to make judgments about the relative
values of a number of possible choices and the
selection of what he considers to be the best of
these several alternatives.. Examples;



"Would a Symes Amputation be better in this case?"

"Would a Magnuson Stack procedure work as well?"

As is apparont, these categories are hierarchical in nature.
That is, it is impr)ssible to answer a convergent inquiry without
remembering (rote momory) the elements to be fitted together.
Also, one cannot evaluate without: employing rote memory, convergent,
and divergent thinking.

INQUIRY INTENSITY

The other major factor involved in the information inter-
changc seems to be the intensity with which an inquiry is posed.
It appears possible to infer the degree of intensity from: a) the
rate at which inquiries are presented;.b) the tone of voice in which
they are asked; and c) the stress placed on the various elements within
the inquiry. Even those perceived by the residents as high-authority
figures may make inquiries in a manner and at a rate which place
minimum stress on the respondent. On the other hand, peers or sub-
ordinates may engage in an argumentative encounter in which the
qucstionirpj is very intense, resulting in a stressful situation for
all individuals involved.

It seems reasonable, therefore, that a range of intensity
with which the inquiries are made may be considered to be inferential
evidence as to the amount of stress placed upon the individual who
is required to respond to them. This range may be classified as
follows:

1. Inquiry: The rather mild inquiry which is asked
simply for the sake of gathering information and
possibly generating other comment in addition to
the answer to the question.

2. Investigation: Those inquiries which are somewhat
less stressful than those above, but which likewise
imply the respondent is under icivestigation and is
expected to justify his position or state his
opinion with rationale given.



3. )21.t_el.i:p7aL:ion) Those inquiries made very intently
with strong feeling, often in rapid-fire sequence.
Even thr rote itimory question may be involved, i.e.
"What i; his prblm, doctor?", .which may carry
with it the impliud threat to justify your position
or els.

There are undoubtedly other eponyms for this range of
inten:Aiy which nigh;:. be used satisfactorily. It is also obvious
that there arc qr det: ens within each of these three sections
AbrAy each of tneFe three has been divided into three
subdiviHons: (1) low, (2.) average, and (3) high.

RECORDING FORM

The diagram below places those two factors in a grid. If we
can consider that the vertical axis, i.e. the intensity of inquiry,
is really a continuum upon whch we have placed some arbitrary
dividing points, we can then scale the educational encounter in
terias of the intensity with which the types of questions are ashed.
In reJular usage, these diagrams would be placed three to a sheet,
with instructions that general information indicating the setting
of the encounter, and the participants involved. In addition, one
grid wuuld be used for characterizing the predominant activity type
during the encounter, the second diagram for the next most frequent,
and the third diagram, if necessary, to identify an encounter which
did occur but was not the most predominant or second most notable 4

in that particular encounter.

Interrogate

1

3

Investigate
1

Inquiry

6

Rote Convergent Divergent Evaluations

.11110.1y0M1.11,1.11...

ti
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Examples of LhC way 311 wh1ch Lhi. 5.),:;Lom could be used
follow:

a-
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Rcv :3ed 2a,,:onomy

Y.n::cnccLual

COGIUlaVE DO. i117.J1

QuesLfi.on:; can be c;Cc.c.iori:,,n0 by thc thou9h1 proc(:.ss regu5recl

to fornt.azit(1 an allf.:wel. to .11('61. The level is dep:!ndeni-.

01) thc! wh:it. is recall for the clinician

mybo pYoblcm rolvin) seconCi year medical r,tudent

It should be 0:iouL; thil :;yt:et:i is hierarchy since ail

lowor nJ.:(1 conL;iinc.6 5.a upper lev,:.!1 clasf:5.c5cations i.e., re.:7.tal

an(; s:tr:7Ie za.c! requiro'for problem so1vin'.3 anci

cvalusiop.

LEWG I: RT:CALL

tesin.j prim: fily the Reco;nifiGn or Recall o:7 iuolated
infor!c,at: LUCli 17(±c,c.ir pl:cc7cini.ely an cf.Eort
They my ::(1.-:!o;ni;:ion of typical morpholo3ic lesions, or

r;pc:cific coAc,2.0s, princples, pro-
(JJ: not it 5..0 !;pacificlly

s.ac31 auebions imply "vhaL is X?

Recall inurie!: orF,1 exz.m:i.n;q.io:Is aro frequently calls to

"tell me whi_:t you know." Sample questions mi:Jht include:

That medications have you ordered?
What diajnostic test is appropriate for ...?
When fir . X was admitted what other complaints

did he have?

LEVEL II: s44pLE INTERPRETATION

Questions testing primarily SIPLE INTERPRETATION OF LIMITED
DATA. Such question :; require more than simple recall, but less than
problem solving. They include questions that require translations
from one form of specific verbal tabular, morphologic or graphic
data which are new to the student, interpretation or extrapolation
'nm such data and recognition of the constituent elements and

i.onships among such data. Questions at this level will ordinarily
"how do you interpret X? What does it imply? Knowing X

tri what would you expect to be true of Y?"
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)c wall: vlv?
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Uhy do:::'.nst. this ]:iW of trilc;j:-)n wof1-7?

Jc iii reFul;:q (1,1 thir; te...:;;: tell you
aboJt hi* problLh?

LY,V2T, 11:f : l';10!';L:1; ;101A71 11W.L1.).70.'101i

onn p -3 1 y tho 7:1111,1C.: ,Y100. 1;nowlr,e17,c! t:hr:

s(3 fl (. z: L110 I ie-,(.N,

of . I typ.-!
:1 yc .;;:f!!) rc tho 6,...ve lop ii. C3 i:.`...c).--
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0.) a c;.. rr7, :(7-L or pl-rpclrud kor the Lypic;;1

c(xy.6:r.opc.(: or rercs%rch ro:.,oylc. or

Lhooyv wiLh cv:Crincc, an0 will reca:i.uo tho. sLudcnt LO
oviiluLLe Lho profAl!Lati:)..1.

itcw; Vdch r. here would incluck:

yc)a hc ! wilUnci to rink X in Lhis
situation?

Would a Symcs amputation be better in
this case?
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- mrtl,ods

FEEDMCX

In'Atructor's Notos

Ec!.:ential to mor.ification of behavior is an awareness of the
impact of that behaviw on other human brings. Thin unit deals
with the effoctive: utilization of feedback to racilitate the
teaching/lrarning proee!:q.

Instructional ALOs

The folloidnu matorials arc available:

Triggcr. Film: "Presenting Patients"

"Insensitivity to Patients"

Handout: "Foedllack"

creedbark Check list"

You may need:

1Gmm Sound Projector

InrItructional Outline

1. Show trigger film ")resenting Patients".

2. Discuss actions of attending and students.

3. Develop list of ineffective actions and remedies for each
of them.

- BREAK -

4. Show trigger film "Insensitivity to Patients".

5. Divide participants into pairs and

(a) Have one individual role play the senior resident
shown in the film; the oth.w an attending who comee
upon the scene. Have the attending provide feedback
about the actions of the resident.

C-1
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(b) Have both complete the feedback check list.

(c) Ask the individual playing the role of the resident
to present his feedback to the individual playing
the role of the attending.

(d) Come together in a group to discuss differences in
values checked by the individuals in the pairs.

8-2



Teaching:Techniques - Specific Methods

FEEDBACK

An integral part of any learning situation is, the f (dback
incorporated within it. This includes not only feedback to the
learner concerning his progress, but also feedback to the instructor
concerning hew well his objectives are being attained. This aspect
of the learning situation is considered important enough that a
separate and distinct unit was formulated in order to develop
facility in the use of fecciback techniques and to focus attention
on feedback as a part of the educational process. Essential to
optimal performance by an instructor during a learning situation
is his knowledge of the appropriate use of feedback. Feedback is
a way of giving an0 receiving help. It is a corrective mechanism
for the individual who wants to learn how well his behavior matches
his intentions whether that individual be the instructor or the
learner. It is an integral part of all educational experiences.

THE PURPOSE

As a result of the program formulated in the following para-
graphs, the attending staff should be better able to:

1) Identify the salient characteristics of useful feedback.
2) Evalwto examples of feedback interviews using the

appended rating scale.
3) Identify their own feedback techniques.
4) Identify students feedback techniques.
5) Improve if necessary their use of feedback in Yarning

situations.

It is first important to realize the salient characteristics
of useful feedback. Without going into an intensive review of
the literature, we will simpll list those aspects of feedback which
are considered criteria for usaillness.

1) It is descriptive rather than evaluative. Therefore, by
describing the reaction it leaves the individual free co
use the feedback or not to use it or to use it as he sees
fit. By avoiding evaluative language it reduces the need
for the individual to react defensively.

8-3
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2) It is specific rather than general. Therefore, it allows
the individuill to respond in a specific fashion to a
specific type of feedback rather than confusing him with
general statements that does not allow him to focus in on
the problem at hand.

3) It takes into account the needs of both the receiver and
the giver of feedback. It can only be uestructive when it
serves the need of only one person.

4) It is directed toward behavior which the receiver can do
something about. Feedback concerning things over which an
individual has no control is of little value since it leads
only to frustration on the part of the receiver.

5) It is solicited rather than imposed. Feedback is most
useful when the receiver hin7elf has formulated a kind
'f question which those observing him can answer.

6) It is well timed. The general feedback is most useful
at the earliest opportunity after a given behavior in
order to alter or reenforce a behavorial cours.

7) it is checked to insure clear communication. One simple
way of doing this is to have the receiver rephrasP the
feedback and repeat it to the sender.

8) When feedback is given in a group, both the giver and
receiver have opportunity to check with others in the group
on the accuracy of the feedback.

Taking the above criteria into consideration, a rating scale
has been constructed which can be used in the course of evaluating
a feedback interview session. It is hoped by using this scale the
staff can focus in on some of the specific problems in feedback
telhnigues in order to evaluate their own and their colleague's
performance under varying conditic,s.

8-4



Name of person being rated

Observe an individual giving feedback and rate his performance by
using the coded scale below. Circle the number which most closely
restmbles your observations during this particular interview.

.

Coded Scale

5 = Often 2 = Hardly ever
4 = Occasionally 1 = Never
3 = Rarely 0 = Not applicable

1. The instructor ur,.ed global statements instead of
using specific data. For example he said "your
clinical skills need to be improved" instead of
saying "I feel your initial work-up of patients
could be more thorough".

2. The instructor gave the student only partial
feedback instead of communicating all available
information. For example, he told him only
about his weaknesses but did not mention his
strength.

3. The instructor checked that the student under-
stood the information given. For example, he
asked "how would you interpret this information"
or ''how does this information effect your future
plans?"

5 4

5 4

5 4

4. The student was encouraged to react to the infor-
mation given. For example, the' instructor asked
"how does this information fit in with your
opinion of yourself' or "do you think t:is evaluation
represents what you can do?" 5 4

5. After giving negative information the instructor
helped the student to find a solution to remedy
the situation. For example he said what could be
done to improve your history-taking skills" or "per-
haps you could distribute your time differently". 5 4

6. The student was given support when he w -is defensive
or upset. For example the instructor said 'I under-
stand that this information upsets you" or 'Many
students find the pressures of m-dical school trying"
or "it is difficult to live up to different expect-
ations". 5 4

8-5
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TIP,CTITNG VITr-;

insiiructor's Notes

The varioty of mechanical devices designed to assist the
teacher mal:cF; imporativn sore means of evaluating thpir potential
value in the local l C'arn:1 nq situtjon. rer,,ling material attrf?mpts

to provief:, a frmc, of reference and a check 1..1 s1 :. to assist the parL1.-
cip :nd.s i.11 this selection process.

InstrucHonal AicTh

The Lollowinci m:-Iterials are available:

flandotzt: "Teaching Aids"

"Audio Visual Aids Ratinu Scale"

you may need:

As easy mc!chanical and audio- visual aids as can be
asserc:bled with one or more appropriate programs.

Instructional Outline

1. Advance Organizer: "Teaching Aids" should be circulated the day
before the program is to be undertaken.

2. Audio-visual aids that are reasonable in light of the time and
hardware available to the faculty should be selected for
evaluation. These could be audio-programs such as instructional
tapes, audio-visual programs, sound slide programs or movies.
Other types of aids or other methods of audio-visual communication,
i.e. blackboard presentation, large illustrations, smaller
illustrations, video-tapes, and the like can be used.

3. Brief demonstrations of aids designed to assist instructors (i.e.
blackboard, overhead opaque projections, etc.) can be demonstrated.
Participants may be asked to prepare a brief (5 minute) demonstra-
tion. Companies which sell teaching aids will usually supply
equipment and/or demonstrations.
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. The and .i o--v i f.:ua 1 a ids available should be reviewed and then
c)h Led using the ay:Tended scale. Before or during the course

of the evalua Lion the basic principles of learning and the
c nciples i n the use of audio-visual aids can be reviewed

anti thei r appliciai on to the specific aids being considered can
be discusb(-.1.

9 -



TEA(NING ATW,

When considering any audio-visnal or aro: other Leaching aid
one mui:t i n purposc is communication. In the case of
audio-vual aids thi, in aEfect, is the use of sonic form of
devie,:, Cr preenLat_ion in which informaLion i5 encoded in a par-
ticular 11,cdium and l-hen cd by a receiver. It involves a
SOUYCO of the inferwtion, the specific messagc, channel, or method
use to trarif:ftiit the inform!tion and the receiver who decodes the
inforien. In LbI s case, a source, the message, and the channel
are p.zedterliined by the instructor ill his choice of an audio-
vival al6. The r(:eeiver or the studc.nt is not controlled as well
and consc2cisent:ly the basic principles of learning mist be taken
into accounL in order to use the aid most. appropriately.

These principles are that:

1) Learning is individual; eonscsquuntly, various students
will inte.rpret or decode an audio-.7isual aid at various
ratcs and in various ways.

2) Lc!:Irning should be meaningful. The audio-visual aid
used should, if possibe, present a siLuaLion to the
studenc. that is ianingful and realistic.

3) Learning is emotional, consequently, attitudes effect
the use of audio-visua3 aids. If the student feels
that the aid is being used instead of the teacher making
the effort on his own, he may very well ho turned of
by the use of a lot of fancy audio-visual aids rather
than assisted in his learning.

4) L arning involves feedback and aids should either give
feedback to the student or should be used in a fashion
which allows the instructor to receive feedback about the
aid.

5) Motivation is involved in learning. This is something
that is extremely difficult to do anything about since it
is an internal process. Optimally, however, audio-visual
aids will help motivation by bringing the concepts closer
to reality or clarifying concepts being communicated.
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AUM0-1/TqUAL Aing RATTNG qCALP

Rebpond to each of th:: f011owin::1 sttements by using the coded
sho\:n bHow. Circle the number which most closely corresponds to

youl: ob!:crwitions.

D.. not forget to write in tha name of the person being rated

Ltnd ch,-;c1: _ first if it is the first observed presentation and check
seeL)nd if you are ob!;erving him the second time.

Coded Sehle

5 = to a largc! degree
4 = to a leer degree
3 = occasionally'
2 = rarely
1 = never
0 = not applicable

pf,iton bc:ing rated

Media used

Planning and Selection

(please check only one)

First

Second

Third

1. A-V aid(s) directly served the
planned instructional objectives. 5 4 3 2 1 0

2. The unique dimensions of the media
were served (c.g. motion or sequence
for film or videotape; control. of
rate by student, etc.)

3. A-V aid(s) helped clarify the concept
or key relationships.

4. A-V aid(s) brought the concept closer
to reality.

9 - 4
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5. The,p;.rtieuinr inci a usnd was; the most
effAcienL oNpmdiLure of im.ltructional
time. 5 4 3 2 1 0

6. A-V aid(!)) wa5 suitable to audience's'
level of exporionce, unders Landinti and
interet. 5 4 3 2 1. 0

7. A-V aid used humor appropriatcAy. 5 4 3 2 1 0

8. Participz.Ints could actively manipu-
late the m,Iterils being used for
demenL,LratioiI (when app]. czb].c) 5 4 3 2 1 0

9. Viewing conditionr were optimzll (e.g.
illuminai:ion, visibility of print,
table5, correct amount of detail,

10. Hearing conditions were optimal (e.g.
volume control, sound distortion, etc.)

11. Effective use was made of pointers and
verbal explanation to direct or focus
attention to key processes - cues were
relevant.

12. Exposure to A-V aid was appropriately
long or short.

13. Presentation was free of distracting
and/or extraneous details.

14. A-V aid(s) was introduced and removed
at an appropriate time during the
presentation.

15. Instructors voice or gestures contributed
to rather than distracted -from the par-
ticular A-V aid.

9 - 5

5 4 3 2 1 0

5 4 3 2 1 0

5 4 3 2 1 0

5 4 3 2 1 0

5 4 3 2 1 0

5 4 3 2 1 0

5 4 3 2 1 0
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Pr.cp,yin TntrylLioni.J Stratr?gies

Tb!:1 intent of this unit is to bring closure to theon St),:.!cif..ic Tc,chnioues and to provide :;onto przwtjec in app)yin.:jthc:e C i facu2.ty
1:e(2p3.n,j"with itit i h,:x br::cf, but affordc..... an opprLunity for staff:part:ieipations.

Insi.:rucLion7)1 Aids

Hanr.lout: "Preparing. instructioncll Strategic,r.;"

InF,troetor.A. Outline

Advnce C17kjaY,i:Lcr:
"Preparng In:;.tructional Strate:Jins"one w,_::ck b:-!fore session.

1. Rc!vicw written material

2. )eview Unit on Teaching Techniques Overview.
3. Do Application Activitio!3

-BREAK-

4. Review Application Activities Responses.

5. Restate Close Group Session
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PREPARING INSTRUCTIONAL STRATIIGIES

As was indicated in the material on preparing instructional objec-
tives, teaching efforts typically should be directed toward the general
instructional objectives and not toward the specific examples of be-
havior selected to represent each behavior. To focus upon insuring
that students achieve mastery of the specific samples of behavior is to
stress lower-order, or recall level learning rather than higher-order
learning such as understanding, amlication, or analysis. To put it
another way, stressing higher-order learning minimizes the probability
that 3tudonts will learn knowledge and/or skills and/or attitudes as
ends in th(mselves and maximizes the probability that they will learn
what they learn in such a way that they will be able to apply it in
various settings and at varying levels of complexity.

Preparing instructional strategies, like preparing instructional
objectives, is a two-step process:

1) Articulating learning activities that the teacher
will organize to facilitate students' achieving the
general instructional objectives; and,

2) Specifying the specific teachinl actions the teacher
himself will need to utilize to effectively implement
the planned learning activities.

It is not particularly useful for a teacher to have developed
an instructional plan that specifies objectives and learning activities
to facilitate students' attaining those objectives if he is not cog-
nizant of those behaviors or actions he will have to utilize to implement
the plan; and conversely, it is not particularly useful for a teacher to
have acquired a good deal of skill at a particular teaching technique,
e.g., lecture, if he does not plan for what purpose and under what con-
ditions it is appropriate to use it.

The attached chart gives an example of how to use this two-step
process in planning instructional strategies.
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The chart ia not intended to suggest that this is the way one
aa-/ht La teach atadants Lo understand the purpose of an initial in-
terview with a new patient. The point is to illustrate that once a
1-,;:acler Leta laentified gine.,:al instructional objectives and proceeded

dcacribe learnln:j activities he rilght organize to' facilitate students'
attaining that objacaivo, he needs to take an additional important step,
namely, plannina hia own tna_chin5 'actions.

Having complotad. a chart for: eac general objective in a unit or
course, a teacher nacds to plan for two kinds of evaluation procedures
in order to complete bib instructional plan. These procedures are
described below.

1) It 3s generally desirable to plan to obtain feedback
from sLudonts at the end of each session conducted and
there ane two kind* of. feedback that appear to be
particularly useful: faedba:k about whether or not stu-
dents grasped the taajor points intended; and feedback
about the effectiveness or lack of effectiveness of the
teacher's teaching actions.

Feedbaa:: can be collected by engaging in verbal con-
versation with student:- during the last 5 - 10 minutes
of a session and/or by having students respond to a
written fcrm. The questions teachers ask students in a
feedback session should be determined by the particular
objective tne teacher had for that session. It is not
very helpful for the teacher to ask the same questions
each time he asks studerts for feedback since the major
purpose of obtaining feedback is for the teacher to find
out whether he achieved specifically what he wanted to
achieve and if so, why and if not, why not.

An additional advantage to obtaining feedback from stu-
dents on a regular basis is that it helps create an open
learning climate and facilitates students reaching closure
at appropriate points in the course of instrLction.

2) In addition to obtaining foedback from students on a
regular basis, it is sound instructional practice to plan
evaluation procedures (e.g., cne or more written tests,
having students give a demonstration, asking students to
teach) that will be administered at the end of the series

4
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2) (Cent.'nue.d)

of sessions designed to achieve each geneual instruc-
tional objective. Me se evaluation procedures should
be directed by the reprsentative samples of the
specific typos 0:: student behavior that has been
identified as i;cceptable evidence of attainment of the
0)Jective, T..n exmple is described below.

General Instrucl:ional oblective

Understand the purposes of an initial interview with a
patient.

One Sample of specific )37:havior That Would Indicate Attain-
ment of the General Instructional Objective

Elicits a relevant and adequate history within a reasonable
length of time during an initial interview with a new
patient.

Evaluation pcceedure

Each sudent conducts an initial interview with a patient
he has not seen bef.re. The interview is observed by a
practicing physician and the performance of each student
is acsessed in terms c.c. previously agreed upon criteria

for (1) relevant and adoquate history; and (2) reasonable
length of time for an initial interview.

Note that evaluation procedures used should (1) test for
the specific behaviors identified as being acceptable
evidence of the attainment of the general instructima,.
objective; and, (2) be unfamiliar to the students being
tooted (e.g., interview a patient never seen before).

In )ddition to tAing the steps advocated so far, two
additional procedures can be very helpful in insuring that
teaching will, in fact, be purposeful ac .ion. They are
described below.

1) Before engaging in actual teaching activity, many
teachers frid. it helpful to identify two or three
colleagues whose thoughts they respect to use as
sounding boards to test both the clarity and

474
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feasibility of their instructional plans. The reactions
and advice of others can help the teacher make sound
last minute revisions prior to teaching.

Guidelines to facilitate the teacher using colleagues as
resources arc attached be this packet.

2) It is desiral,le for teach "prac-
tice teaching" periodically in order to try out new teach-.
ng behaviors and/cr to get some feedback. on behaviors
they use regularly but want to evaluate more closely. The
following procedures have been found. to be particularly
valuable in facilitating this activity: teachers select a
short (e.g., 15 minutes) but representative portion of 'a

plan they have prepared practice teach it to a group of
colleagues who role students; after teaching the mini-
lesson, they ask the "students" for feedback both about how
effectively the content they wanted to convey was presented
and about what they did as teachers that was particularly
effective Dr ineffective; the teachers then spend a few
minutes using the feedback they received to re-plan the
lesson, after which they immediately teach it again to, pref-
erably, a different group of "students". Feedback is given
after the reteach as well.

Variations of the above procedure can be formulated to make
it suitb)e for a wide variety of situations. Not only is
it a use:All way for teachers to improve their teaching, it
can contribute a good deal, when seriously used, to creating
an open, purposeful cl4mate among the faculty of any.institu-
tion.

Karen J. Connell
February 1971

Al



APPLICATION ACTIVITIES

Using one of the two general instructional objectives you have
already written, complete the following outline as completely as you
can.

I. Restate your qpneral instructional objective

II. List five or six specific behaviors that students could demon-
strate that would indicate to you that the above objective had
been attained.

a.

b.

c.

d.

e.

f.

III. Describe a set of learning activities that you would organize
to facilitate students' achieving your general instructional
objective. Be sure that the learning activities you select are
clearly related to the general instructional objective you iden-
tified in item I abov3.

4.t



III, (Continued)



IV. Specify the teaching actions you would want to take to effec-
tively implement the learning activities you described above.

Note that teaching .actions. include activities like anticipating
what students already know, organizing material'for presentation,
making lecture presentations, conducting discussions for various
purposes, asking various kinds of questions, working with students
individually, demonstrating skills, making clear the relationship
between theory and practice, and anticipating student response to
teaching actions.

Be as sp3cific as possible in specifying the teaching, actions
you would want to take to implement the learning activities you
have described in III above.
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V. Describe at least two evaluation procedures, other than written
tests, that you would use to determine whether or not you had
achieved your general instructional objective. Remember,
evaluation procedures should be directed by the representative
samples of specific typos of student behavior that you identified
in II above as acceptable evidence of attainment of the objective.

VI. Meet with two of your colleagues to review the plan that you
have prepared as a result of completing this outline. Be sure
to use the guidelines suggested on the attached for utilizing
colleagues as resources in instructional planning.
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P.irt or t.11 reYpility of. all tocl)ing st,Iffs is th.:,
conr. of introot.i:n;t1 par..y:-: or

ror)rl or :;7

c-cm,0w,ltr-j. it isv l i1
1)::11)11: Lo 1:11:!:s of cjo:-:a

),eliTh:,ut. atcilipLs Lo thi.

"Pcil\:: 1 J? los of Cor:7i.cmium CunsLiu7Lion and Dov:211.L"

Instrutjonal

1) "P.J-iples of Cu):7iu11111. ConWcriAcLon and Develoy:Tcni:"

con 1 circniated a woc.k mior to the session to all(` -c:

tif:,c, for :70m.1 thought.

2) Basic p-in:!iples can be reviewcId and tl,c teLc-3ling p\o-

gran as it exists at tile time of the developwnt
scs: ion can be eveiluatr2d in their lipht.

3) Adjacent related teaching progra,ns such those in
other departments can likewise be eval1'ae.:..1.

4 A repeat session from three to six mentLF. later could
be organized to determine w!lether or not .the princpleJ
have been applied or are being applied. If problems
exist they can perhaps be pin-pointed as a first step
in their solution.



Principles of Curriculum CongtrueLion and D,.2velopment

Tiff PURP031:

iss a result of the matrrial pre!,ented in th2 following
parstril(l, the attending staff should be better able to:

1) evaluato thnix o n trnching program within the context
of th.:' teaching p:7egrams in their own and associatd

institutions.

2) identify the strong p-)ints ;Ind the race}: points of their

pro'jralr,s.

3) organi.z:-! their own program for a maximum effi;:iency.

The fir:;t. set of basic principles that apply to an'.7 educa-

tional p-ogral, are as fo:Jow:

1) The objectives the prom:am shold b:71 dined as con- -
c irely as oc.ssible and compleL..21y as po:.'7-;b1c.

2) They should be reality orientated; objectives should
reasor_ble considering the time the student is going o

be exposed t the situation, the materi,,s an? method
available, ,:ne background of the student, ths, numu,ar and
background of the faculty. The objectives optimally
should be defined in all three domains: cogitative,

psychomotor, and affr!ctive. fact'ity should have
some concept. of these domains, their differences, their
similaritiu3 and their interrelations.

3) The goal should be achievable, measurable and acceptable
both to the faculty and the students.

4) Evaluation tools should be formulated, based upon the
objectives and should be reliable, vllid, practical, and
objective.

5) The learning experiences presented to the students should
follow the objectives. If there is a limited amount of
time available, and priorities determine that the student
should spend his time learning to evaluate orthopaedic
problems, he should be allowed to do this and not be tied-
up with other experiences (assisting in surgery, scut work)
that do not contribute to the attainment of the objectives.

4114,11.
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G) f;yst(; a'.ir )c-r'valuation of thr objectivc.s loost. be

in'..ornt,,1 into any pro:JrJim. Withent this a pro-
s!.a(p,atc and can 1):..f.o111;, ej'fecLivi! as timo

goes un.

fl: 'iHrt principles and aIrdlyinr.j. I...ben, to your

oi.?n 1 ;.,-(.,:;.r.,;.or;, a cer;min 0,nonnt of orcjani.;Lation

fu:1 p-r(1 r.; 11') 1 I` cncy in Ow p rc,.1r;i1 Impor Lont chan)(.:3 :in

not produced ovr.r-hat. Conegheatly, it is
rarn that a siwilo lcarninj ha!; a profcrand influence on

:in -dor for e:.:ati.onal to pr,.7,duee an

they T,Iu: .!.;o as to re-enforce each oacr.
elEe that: mu,.;t bfl co1isi6c.rec1 i Lh.. qoals

of c.'!Icr traChing prom. One is dealintj with.
wno in.'' 1)c :Joing fro-1 d:.:p.-1rtmeni.-Vo-deparl.N:mt;

op4.11::1.1y, the :learni.no thy have in one: departwent
re-enr:,rce the 0:p': inces in Lnot.hor.

Th:.re arc thr'oe major criteria to be wt in building an
effecLively organid group of learning (!xperien,_er; .

1. enris.u'tv. Coa iu t.y in er.fr: (' 1-. refer!: to the reitr:.ration

of irpr)rcant prnciplcs. If furfo 1Jl, the appropriate
an3 efficir.nt use of diaciaestic a'..f; such as a 1:Thcrato:-y

and >:-ray considered to he im7ovta1lt rjoal in an
intern program, this principle should be a part o!'
goals, not only of orthopaedic, but alas of medicine,
surgery, and pediatrir7s within particular institutionfIl.
In this fashion. Skills will be brought into repetitive
and continuing operation and their developrumt will be
reinforced.

2. Sequence. Sequence is related to continuity but goes
beyond it in that it emphasizes the succession of expo-
rienres built on preceding ones and progressing more
broadly and deeply into the matters involved. Repetition
does reinforce specific learning, but in order for the
student to grow in a concept the use of particular prin-
ciples at higher levels of application should be empha-
sized during the course of the sequence.

3. Integration. hAsically this refers to the students being
exposed to exporienceri that allow him to apply principles
used in one discipline or in one situation to other
situations. 1-1,:re again, the goals of on3 department or
one uisciplino should be integrated if at all possible
with those of other dopartments in so as overlap is feasible.

11-3
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OrT1 tea'..:11111(1 prc,irom the elrin-nt!: 7r1! 1)0

1.11(.1 i..)ply i 0,,ctr; or. t'ic. curt-tu-

rve to thr, tl-foa(1:; of a toachinr.i

pro :,!..!:1. For i 011 (.! Of (.!)C11 nq 1)1.%Tri rttil
t1 ii; 1!; an .7,1olwat tbilt

b- iC.ntiflcd in v.71r1.o.1r, w.Twr.:Ls of thr: curricnium: .n c!'forL

m,e1,! to i n. Cho FAJIdcnt in thir; cic:i!ont and ovaluatc,

him :in 1-h:ir, element aq he prorjrcr;!;orl t.hrongh Lhe proqrzJa.

APoth:r zA,Ipet connt.ructIon is th: orcianiz-

ing p61wip)e. Di.fre;:cnt princjoir,s oro dedonliwi on t1i :1

invo]vc(!. Por hintry cqnr:,!3 frc.quly u!::: a

pri.nr'iplo. Win a cm.p)c.:.: f;nch in mcdicine,

it ;r.3ro CO7C111. tO .1/410 inerc.:;!;ing 1. rr,trii:11 c, Alyliction, ana1yfAs
t;yntilc, !;olviu:j o" Fe:rie!.1c.; anz.;to!oical or sy$,;tmic

orcpyni,t3(,A a.:),Ued to uvrrIenlvil !Itructur(:.

Thc: 1.11rtu::.a] c3:1v.:nt!.:1 ur.ted in the oroz:n.j.:::incj learninl

iC.1 1v:, to su.o..Y.-.imc.: con Lc sp.:cific

L!'o,(1, Coro curr:i.cu:l.um or s!7w.le sort of

StrucLuru may d-p.Dn(1 on the ti!' allow:1, Co-

Tn r.mriary, the actual devclopmcnt of a corricolual goc!:3

01.):t:r f Dro

availab:IA., the type of student L2ing dezAt with.

the stzps:

1) agrecinj upon the genera] scheme of organization (sp(.cifie
subjects, 'Iroad fields, core programs, ctc.).

2) agreeing upon the general organizing principles.

3) agreeing upon the basic unit to be used (daily lessons,
sequencial topics, teaching units).

4) developing flexible plans that can be used to assist the
faculty in structuring their individual teaching situations.

5) obtaining feedback from both faculty and studont group in
order to plan the curriculum most effectively.

11 - 4
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Ant f 1.11(..1 (11 '! ;..

Evalui!ticol

concludini 1,,1!:t of thr cyhorn-Lic cycle (objecLiv(.::,
cvHilation) d( ;;l:7 with uing thr prioctiv(!n;

of vhat t)Y Aa):in(! ))le.c. A brir.?+: (junvral ovc:rvitv o;

ev;11u::17n inciudc(1, folloci by a :;c4f-in:;truction;q
pracLicc in t hc tie of ov.itnation

Yon ncod:

TnrItructioll-,1 Aid:;

waterial are availi.1)3e:

"Evaluation"
"S(1.-et ion of Evaluation Teehnig,s"
"Ev:lucltion instraritc,,':.-1 and Learning

"A Revj!-:ed Taxonomy of Intr:11c.elua:.

Procenc.7"
"The Oral Exnmination"

Blacli'.)oard

16mm Projector
Overhead Transpal_olley

Instructioni). Outline

Advanced Organizer: Distribution of theuEvaluation" Handout.

1) Discussion of what constitutes effective evaluation.

2) Distribution of "Evaluation Instruments and Learning
Outcomes" and the discussion, of the "Selection of Evalua-
tion Techniques", have participant complete for next
session.

3) Discussion of selection rationale for participants.

4) Have each participant select at least one learning situa-
tion in which he finds himself either as a teacher, or
learner. With that situation --

a) develop an objective.
b) prepare at least one evaluation item (part of check

list, multiple choice question, etc.) using "Evaluation
Instruments and Learning Outcomes" as a base



5) v ;iral "r ,--1:10;,,,..i():1 t ;Ind 1,,!,Irr.1 Fri O11I cn:r

101: 1.:';(: in

prtpanqi hy P1:(( an an (I( f:ron!;parcnc!y

for L(4,11 (i011:
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1:,,I11::;;1 .1 0711 it)h in!) "1: 1111 1.!*,;;, 1)()rt :I on ()I.

i,- ; ; .1( ; r1, 1,1 Tt J., lIn (;'f;(.!111 li I pr)lt or
1 1'' , .1,; rr._:(!df.; to

Ili 11 41(t t J.)' t.-:",.."! .111 11+'(. n iji.t 1 ('411'n

1 ? . t ; ) I 1 1 1 ( ) C n f , t ' . 1 '1 r'0 r i 1:a (.,;1 j r., j O1..1 rp,,,i1,9

,1 " !", 111 t coto':.!. n III) oh. (I::: ;(

(HI ));;),.., t(., I t 1. i

; (.(!. 11 1 (' .I r11r:,) I. 0:1. li(,C) (`

.) t 1 1 ' ' .111;1 t. .;,,C. i j i!10 th...,; 'bring

I ' ())fr1 (,(:' (''1! i!1);)t.. V;;I, dCI.11;111y (..C.:():11.:

) i (1 .,; 4.:1 Z:.!,-( :( (o1r1,1 ,. i (11:: 11))C)11 i (.11 t_r)

11t' ()),I.;., I n«1 111 01 :(1!...1: t.il veil',' clet,(Y1'.-

:,.1 ,.t (` 11., !

!.( ,

i t C '

; I !

1

1;;

THH

t.11 thc. p1e1-;ot fw..:7,;;I(d in the r

k:fter ;.))1 c' to:

upcm deVin( 7 Olt,; .s in

2) A:!;11y, th,fir present_ J2valnati0l. tools cm. the bads c f
c%.1ra..7terisies oT e%.4116tion sy,t(at:; (Ind modij

their evaloiJtion r ,hoAs on the basis of their

3) Analy4o and improve if necessary, their ability to evaluate

thei..V.2.Yner's and their learner's accomplishments in their

everi214Y teachinj roles.
4) Anaryze and improve if necessary, their ability to produce

written multiple choice questions of an appropriate typo
for needs.

The first avd sumetimes the most difficult step in formulating

an appropriatative evalliation tool is determining exactly the objeLL.ives
of the course involved. Consequently some Limb may have to be spent:

in difi.ning concisely and adequately the objectives of the learning

situation. Once these are defined it is much easier to determine the

type of evaluation tocl to be used and the specifics of the evaluation

tool to be used.
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a .....

V;,,

w-:1 ob,loct;ve, there are five eowon
;ie, which 1.1ust ho idenLified

cL,;,;: To define these accuinte];
:y psycholcv,y fre(welitly p,:oduces

;;1 course of dir;sectin;. an
,

1 be mar'e to reproduce 5uch 111(A.1,ocls

l';'( .1 a p,.aetical point of. view) we believe
thc-, sLaCf. to

11 tlie co;,,-: ;e of

th,.ec;,11 H lot of statistical confition
th,y ac

0_ t

c11 aracLorl:,tic5 we were 2:-.,:a%inc, of

In !lloYt reliabil., of a,2 eva1.11,31-:.(0

tc.)1 a whet!,'): or not it actual];
Lc 1!; Co test. Th.:s klay see;,1 to

be a basic 1)::!. at this 1)eco.11es a 14oble:.1.

5'o use a s;;.-,ple . 7 vol, want to evaluate how
wc].1 a reside,.. . appl;.,. a larstY cast, the best wz.,y
to Co to have actualiy appl: a cast. His

to (.;sc-.-11,e (2it1ler in words or din rolls hc

a e-,t call be appaied a. not very reliabl-.

and co::.p]etely,

and not: be aliic
unknown proble
often one thing
is rociue5ted in

be able to describe this very accura:,:ly
but: when actually they to pcifoi:

to do thi5 very well. 'ibis is not an
of evaluation tools in mcd5.cinc. Tea
is taught in a course and another thinA
the evaluation tools; consequently,

any evaluation technique used must be reliable in C,at
it actually tests and evaluates very specifically t:i:at
it is you want the indilidual to be learning.

b. yplidiLy. The validity' of an evaluation tool is in
effect a statement that what it is that one is testing
is pertinent to the overall subjeci, that one is evaluating.
One of the best examples of validity is perhaps poin-ed
out by the com..,laint of many practicing physicians
that certifying examinations, state board examinations
or national board examinations are testing things which
are not "pertinent" to the practice of medicine. They
feel that sane faculties emphasize basic sciences and
esoterica to the exclusion ofpractical methods and
appliedmethods in use. In short, one must be curtain,

12-4
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FILMED FROM BEST AVAILABLE COPY

a:; pu bv L11;:t ono is asi!i.n:,,

t-;1 to c:o th cc ;.!c (6: an evaluation prdue
is :C2.(!ll tO \O, t. one epects the student to be able
LO aeci-i1JAsh tho learninL experience,

c. As r::ucn as j,, h1:::,;1fl]y pcoq,!;ible, an evaluation prcwcss
flou;.Li *Le c!!):;,.. In other words, the data that
the cv:,]avic, 1J)pefu,lly should he

1:6 be n0:;1(2 ob:;ecive fahion. In so:.:.efs of eva]vation thi is relatively easy. In otho:.

form:, is fa:r 4iOve (iMeult. An example of ol.)jectivty
or c!;-tpt:, at ohtniniJg o:)ccLiviLY faHliar to
the :Hc)111:y v!(),;1(1 be t1.1(2 at standardiz'Inr,
the (.):;11 in A;;eican Boa-,:d of Orthopaedic

X.;.;am. Admittedly any o-;7(11

ana of ob(!at:;vity that a written
does, since the j_nl:crpetation of the.rcspom;c
.be exc.mine.r. flow,,ver, by usilv,, the Fi:('',-

r1-;7die:1 i and by some tme with Lim
over sox,e of the baies of eval-co.,:,

atte:..Ipt!; arc v:.r,de to increase the r_;.:ount of

jectivity in the exclrinon.

6. Tc o11-;:Lh of an cvalmat:ion Tcrocess and
the ciost iu.poilL is itsjeplity. To use an otyc::.e
for On the optial wav perhaps of certifyiipz,
an othopaeCc sl:rgeon would be to have an exami-ner
follow him about for a period of time, say a weel: or
a month. A trained examiner conceivably would be able
to truly evaluate the man's ability to practice 6

orthopaedic surgery. It is obvious that this is not:
a practical method of evaluation. Another example is
that of evaluating a man's surgical skill. Optimally
he should be evaluated both in situations of routine
cases1 very involved caSes, and those in which the
unexpected occur. To construct such a situation is
not only practical, it is factually not legal. Con-
sequently, any evaluation tool used must be reason-
able in terms of the facilities and personnel avail-
able, t:_me allowed and all of the other components
that enter into "practicality".

e. The fifth component of evaluation is "Impact". This
refers to the effect the procedure has on the studentr,
learning. Optimally a procedure should be used that
allows the student to receive feedback and correct his

12-5



Eva.Juation procodure!; p0(.:. !,

irrelevanL to tho learning situaljon
can h;..ve ::1,-,pact. Au (.....xn:.nple of get.tin(J feen-

baci, frm, an evaivat:on program 3.F.; the policy that
some i.,ro:;;-a::,s nave of requiring tho resident to :,-eview
the in train:.n(.; an Lion as a group to discuss
th,o qui..stions and i.mswers.

ost of evaluation that should be ccnside...ed
is be fact that an evaluation maybe directed in the c:;ense that it is
a te.:t siy.":ation or indirc.ct in that an individual's

cu: :e of a structuicd evoluaton situation can be measured.
h rna ec-:',10 might :.)2 the nuber o a particular view of x-ray
that be ordc.::c,:.! suequent to a lecture to a group of houf-,e
suaf studeats. If ono folt it is impo;-.tant to otain an internal

C;; an. an,:le injul:ics, and ono spent the ti;ile ta]ki.ng
to stt::: or ono 's colleagues about Lhis, one coold then

the name;: ofsuch view that we:ce ordered 'both prior and
sent your efforts. If this did not increase and if the x-ra,:s
%.:r2 not as a cause, one woai c then asunie that in spite of your
efffe:.ts yc.0 bad not ;ado the point:. This type of evaluation can fl

f::-,:uontly in the coure of teaching residents or students.

La evaluation process i an essential at any level of the
e:eat:ional system. Its use in undergraduate teach is quite well

( though not perhaps as well understood as it could be ) . In

the course of the orthopaedic training study, we find that evaluation
on the graduate or resident level is quite variable frou program to
program. The big or major evaluation for most of us is our certifying
examination which in spite of its problems and possible we points is
so far superior to other specialties that we can be justifiably proud
of our Board's efforts. Necessity for evaluation and continuing oe,-
11cat-ion would, I hope, be obvious. This however is "recertificatcn."
Nevertheless, if one .intends to have an ongoing teaching program
regardless of the level one is faced with the fact that evaluation
is an integral part or the program whether it is accomplished locally
or nationally. It is hoped that in the course that you can gain an
imTproved concept of evaluation so that in whatever context used it
will be done properly and efficiently.

Another concept to be considered when discussing evaluation is
that of taxonomy This has been studied extensively by many investga-'
tors. -In effect, it is a method of categorizing .luestions'or inqurics
with specific respect to the intellectual process being evaluated.
The simplest form of taxonomy is it three level taxonomy, namely I)
2) interpretation and 3) prohlcm solving. The higher levels 'of

(intorprotat.i.on and problem solving) arc based on the lov:er level
The reason that this is discussed at all is that evaluation methous

4.1F),)



c,Ju::sc tker evawutioa they. Ikust be given t; Lh-L
ini!; can become extremly diffieu3t when

a cx su;.6ects. rrequently, an individual may ask
L:hey feel i:. requiring problem scAving. flowever, if

(..) whom the quesY.jon is asked is knc.,wlodgeable in the
a.c c:uesticdn m;,y at a recall level based on a key

' 1 0;C: question r-:quiring the interprotal_ion
(:;.1.zt Un orthopaedics not infrequently

x-ras t'no.loSe slides, conceivably gait films, or phoogr.aphs)
one certain tha;: w:lat is required Of the individual ;(2a
is ai:tualay interprcte data and not: give one a lot

Lae; on omething thz:t ho gained from data they
supr,osed to interpret. Specific exampleS may help.

individual in an orthopac:dic residency training progra::,
is presenl:ed with an x-ray of a fracture that they had just
treated i:nd askcd "how would you treat this." lather than
in .pr:.:: the x-ray and analyzing the fracture, thev may
si:ly :cite they just had done. Therefore, what milt
have seemed to be a question th:t involved intorpreti aJ an
>: --ray and then problem so)ving the situation presented in
the x-ray was actually no more than recall of what had bz:n

recently.

S ndividual may he asked a question "how do you treat:
Id S math in scoliosis with a 60 degree right'dorsal curvat.uye7
Toe questioner may consider this a problem solving exercise,
:flowever, unless the person being questioned as Lo defend
their thesis, all they may do is simply recite that: by rote
what they recall is the "way it is done" in their particular
program. Again, what might seem to initially be a problem
solving exercise is no more thatn recall of a "cook book"
solution

It becomes somewhat obvious that the construction of questions
of higher taxonomic icvels can be extremely difficult since in order,
to do so appropriately, the individual must be presented with the p
problem new to them that requires their higher intellectual process
for its solution and not just the recall of a vast amount of data or
expnricnce that they may have accumulated throughout their training
or practice.

.
-A common evaluation process is the multiple choice question.

Since those nr.. used so frequently in many"level of evaluation, this
specific form of written evaluation is expanded upon.

12-7



:;(.7j choi c2c ion (Ten t.ruc. t i on .

, T11C. t On i.:1 0:111)(Thcd of. ii ; tom ( t. (-In( n t) ,
, find :3 or o)::.; iLt

cizi u:'(1 ilcid .1) (J d .

2. Ayoi d cir.)111,1 n -; tHvc, L .') ; \JUnj , °Lc
the . ry to a vo .,;1; n:,:jativc
(v.,h cli ()J.: t he £3 i not-.

3 1.11, j r and thc cl 1 t HC C.i should bc of
r a l ) : 1 nci th find gr annla t.i ciii conr.:trui.-21.don

. A good a !;%.,q,!r (-.7n be ob j cc tivoly docimentnd

5 . A (.1; OCK1 tor 5 n corpor it common on:or
or mi....coikc..c..pt ion 4,-.11 re .
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,
. J 1 LT 01.1 LCC.Ir1:: tr)

f! ()11:,

education L:1 01,j

.;00 C.Y? to fo7: Lhc one

y("W teclin.j.ctuc

(;.) (3) (:

(!:)

T!qrrhy 11,wjn( :,

bc
r!r dY i to meL:mre an',

5. Lec.im,c;
_

c4,1:c., An
ion L& objccv.ivo

Oof:ci.cr

for (:C'1'1 oT. cEiLy(3 c o1 enc!:-AntioDs o w:o.n1

difaxent: indcpyrin'ciy select: the Si ac a1temat3,ve:3
as the hest answers to multiple choice questions.

2. Relevance: the examinr:tion is relevant if the behavior
require to r'espond is related to the objectives of the
course. For ex;Imple, if the objective is to measure, the
student's ability to arrive at a correct diagnosis the
selected evaluation method should measure the student's
ability to solve problems; the examination cannot ho
regarded as relevant if the student need only to recall
facts in order to respond satisfactorily.

3. Efficiency: some evaluation methods can be used with many
st:uuents at the same time and czln be machine scored: others
have to be administered individually and scored by hand.
Some comprmisn between available time for testing, scoring
hid relevance r;ust lie made.
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Answers.

- 2

vc
(-;T (411; LW. (.1.c;

, r..144:-.Ide

a th,7

r.(::.!1 !C!)11.-. ,!i-, but. har..; no

Opp CI t. Y. 0;1') n iti;
are.

MOYQ m:t1j!o6..; only on LL'1

r;:peru,,o bti v. hic:re corplete
ton.

shc,nlf) Ito c.n

sc!l.f.ct Id.roc.!eu.7; 36l th
seQn on

A. 2.1.1tiz,c,y ey.mj.nnton. o:t. the c:1t . o!f

and Ls! followin:, kind o-2 qucr;tioill Lool: nt Lhe
of this 1)1:iont whc:i scn on A.7:1rd mund::
wor1:-up iL; incomoletc. Vont addj.tional kinds of investi-
gations would you sumert and why?

B. A brief verbal description of the patient's chief.complaint.
is given and the student has to list diagnostic procedures
in writing.

C. House staff (the resident) has to rate students on his
ward on their ability to select suitable diagnostic
procedures.

D. A brief written description of the patient's chief complaint
is given followed by multiple choice questions about suitable
diagnostic procedures.

The best evaluation technique is _A .

The chosen technique measures Conition .

The reason for selecting this techniquL is that it permits
qamlity, pl nti-tq s 22n on vvird roundq
elici ti.i ina)nozlijon not on.J.y about. w:v.w to do but also abon.:
the reasons -S'or doThp,

For items 1 throe 6 record your ans'iors on the enclosed Anowcr'Sh.::et.
After responding to each question check your answers against the
enclosed key.



Si.goovf,un

A. n sc.:io1nicol and C.D.C.
noit-Jrq w.;:tuos fov

c[ic.2:1 L:V2 :-;C%

B. L.7c.:;7,. r;(: c(.'lc.:; c.nci 1,1) .).-(:poyto x;I.tich Lh!:, !:;(1ent.-.

C< C' c. 11,1!r:c.:1Lifl[.;

o5: ;!1"1(1

D. a.

2, Co;-(,r7 ("2:,c! uill 4
, IT) tit:ntos cy.F. ;i1

wall the cJaLsic :yinotomc of tr:(1.1 irf:Jrctien.
---

A. i_A: list all proo:!Oures in writf_n;', that are
ncce::=7 to evaluate the status of tNe pntient.

B. Give an oral e;:aminz,.tion and ask the nurse to describe the
function`; to be performed.

C. now a film depictinE4 a myocardial patient on admission to
the CCU and supply the student with a list of nursing functions.
Have her rank those in the order in which she would perform

D. Cboerve the same nurse on 5 consecutive mornings admitting
new patients to the CCU.

The intern can differentiate between acute myocardial infarction,
myocarditis and arrythmias in 1007. of the cases.

A. Identify EKG strips that belong to patients with myocardial
infarction, myocarditis and arrythmias.

B. List the findings of all three conditions in 3 separate columns.
C. Aiter viewing EK3 strips that belong to M. patients have the

intern C`.: Slain what made him decide that these patients have MI.
D. Frcai a printed list of findings check those that are exhibited

only by patients with arrythmias.

AA
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A. 10 h5::tua'jo:' stild-o,_ to ol;_ if in-
on alJout Lho pz.ltiont's i.iv.Ln nd vori)13 concEtiou7,

i:, recorded.
B.Give on orol exnminotion and obsc:-vc if the st:udc.c.t. iucluC,cs

consider3CLon 0 sociol. factors, without pro tins, in plailninL
treatme;It.

C. Observe the student durinc; ward rounds at Least 5 times.
D. As1 the attending man, who inst.zucts the student, to rnte

him on his sensitivity to patients.

6. At the end of the surgical internship year the intern can perform
an oral endotracheal intubation.

A. Have the intern list all steps involved in an endotracheal
intubation.

B. Observe the intern incubate an anesthetized patient in surgery.
C. Use a checklist to observe the intern intubate a patient.
D. Ask the intern to discuss conditions that may interfere with

the successful endotracheal intubation of patients in surgery.
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3. The best evaluation technique is

The chosen technique measures

The reason for selecting this technique is

.01.11

4. The best evaluation technique is

The chosen technique measures

The reason for selecting this technique is11
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level cornNivo funcC.onn Fheuld take precedence
over testin; lower Level ainetions.

Technique: 1)

Coulition
Rcasov: Method )) in selected beeaune it is most relevant.

Methods T and C test Cie ability to .treat NOT to
diagnose strobe. Method A is less specific than
method D.

5. Technique: A
Affect.

Reason: Method A in selected because it focuson on real
life behavior with 1.0 patients in contrast to
method h. Obsevvations during ward round may
not revert' rolcvant behavior (method C) and the
attending L:::n nay have no banis for jodging the
student's sen,:itivity objectively (method D).

G. TeeLnique: C
Psyc-:e etor s!(i)1
Reason: Both mothods B and C are relevant but method C is more

objective bocauso the obscrvcr uses a checklist.
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C. P:,Dctic0
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B. Grul exam

F. 0!)::vc,tic-n1

G. nating scleo

D. VT5te-ups, studies or
project rewrts

*A. *me

WM,

e. A.m.& . 6410.

Disadvant;,,ges 4

1. Czin test skills involving all the 1. Xnadequate standardization
senses

2. Flexibility in moving from strong 2. Severe limitation of the con-
to weak points tent that can he sampled

3. Can sample content widely a. Cues are provided that are un-
.available in practice

4. Extended contact with4. Possible to include common miscon-
ceptions

5. Good for testing problem-solving
ability

6. (elatively easy to construct
7. Opportunity to test ability to

oz:vnizo
8. Oppo):tunity to find out how candi- C.

date arrived at answax
9. Good for measuring detailed, facto -- 9.

al recall
10, Sccwing procedures can he kept 10.

constant
11. Eeonoakical for large group:J. 11.

student
required for a valid estimate
of his performance

5. Opportunity for guessing

6. Negligible feedback to student
7. Construction is time consuming

12-13

Excessive time required for
scoring
Undue influence of irrelevant
factor* on performance
Difficult to reproduce resulL

Difficult to obtain objctit,e
judgments of perfromanco
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A Rovis,::d Z-1.1ionomy

of Intel3c:ctu1. P;:CW:CISE;;C5

COU=V;...1

c!uoi;tions (..2 eatcori:,.oci by LI:e thoug:it procesr3 rc:cai:coc1
z.nwer in .J:c2:,pone :o thcia. The level is C.e:?cncat

4;'e whz.1:: is recall for the olihici.:4n
sol,,nj for tho foconca yer modical studont

It :.;ho.,...1C1,e CM_OZIS tllat t'he system is hieri:rchy since all

lowce a.co containcd in uppr level claSs:ufications i.e., rocz:.11
i;%6 intor:)retE:tion iarc rocuird for problem solving Eirv:,
evalut.ic);1.

L2VEL I: RECALL

tc:stin primarily tho noco,:jnition or noc;t11
ii;)i.orto,:y; such cfuesticns rezuire 1:)rec]o;,0.nately an effort of

reor.,:nition of t.ii:,ic;..iimorpholajic losiohs, or
s;?ocinc fP-ots,

or thories. hoti:lor or not it is speci:ncally
montio, such (-uestions imply "what is X.?'

Rocc.11 inquiries in oral examinations are frequently to
"tell me what you know." Sample questions might include:

What medications have you ordered?
What diagnostic test is appropriate for ...?
When Mr. X was admitte(). what other complaints

did he have?

LEVEL II: SIMPLE INTERPRETATION

Questions testing primarily SIis;PLE INTERPRETATION OF LIMITED
DATA. Such questions require more than simple recall, hut less than
problem solving. They include questions that require translations
fro:a one form of.s7,ecific verbal tabular, morphologic or graphic
data which are new to the student, interpretation or extrapolation
rc: such dai-,a and recognition of the constituent elements and

relationships among such data. Questions at this level will or
be a:,ked "he do you interpret X? that does it imply? Knowing X
to ba true, what would you expect to be true of Y?"

12-19



(e et' ci) -2-
ne wz.ak thi%t

Why a femor,7,1 shunt some.times work?
V:hy thiL kind of traction work?
What do the reults of this test toll you
about his proble?

LU4;:r! iTY,; PRO= SOTN(-; iP mw.uw;E:QN

Qu.cons
a

primrily the ;,.:?;:-'L7.CY\WCV of knowlod:le to ti
1.:,:obltm and the v,tr!Lt,ty

of 01,1:!n; into a r:,:::z:,ninrjful whole. of this typc cv,aybc ba:Jed

c,n r(:?or. wheh recuire :Lc student to develop a d:cr-
c2n1 Cc ;o.:; 0: therapc,utic re-iiint. Alternatively, sul

1:): on :; eai,c ::or t of a type prepared for the typ.ca1.
conerenee or re5oaa:ch re7ort or the prc.41tLt

of a t'i,c2c, tu::)othf:r with evidence, and will require the studel:t to
ovalua::e totl py:c:icnttion.

Lxaro.ination ito which fit here would include:

Would you be Willing to risk X in this
situation?

Would.a Synes amputation be better in
this case?

12-20
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11 too Wx)ut club fcdt?"
"What il;c: do you stmrt t.,...atmcnt?"

"Firdw lonj co you :,,:op this up?'
"What crit=ia Co ftoppinj thcx.py?"
"how (1k) you do tenCion lenjLippinj?"
"At what ago?"
"Fnat's a rod:c:r bottom foot?"

ci, 4 11

"What do yo .;oc?"

"Do you think thir.1 h!Lp is normal?"

iDU ")"" tr()1401-)yco

Recall Series

Vh,:'It is dif;:erontial dianosis?"

(Candi6L;t0 aF;4s for add:ttjonal informn
an0 fic item:; are provicld by cxLmr::.)

"Hero is chile. ono month lator--now whai: do
you. th3.r°
(ow; ollo-01-) x-rays anC, ancwers furt.hc:7
quer3tions)

"Here is child one year later--now what dt
you think?"
(Follow-up films and additional informatio:1
provided on request)

"Give three causes of ascptie necrosis."
If you know the cause, what is the treatment?"

"List the three mosi. common complications of
post-op hip fusion."

Intorpret5ve
(x-ray) 'Ohat do you see:"

Problem Solving "What do you think this is and what would you
do for it?"
(Shows x-ray, gives additional information as
candidate requests it.)

12-21
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TITLE: Radiology, Interpretive Skill Development

PUITOSE: A) Self-study materials for trainees to improve
skill in the interpretation of radiographs

TARGET

B) Materials to improve attending staff efficiency
in teaching radiograph interpretation

Medical students and residents

BRIEF DESCRIPTION OF MATERIALS:
Organized teaching radiographs with provisions
for immediate feedback to trainees, arranged by
anatomic location and structured for independent
use by trainees

UNIT ARRANGEMENTS:
Radiograph series illustrating various types of
pathology in a given anatomic location with attached
attenuated histories and obscured correct interpre-
tations and bibliography viewed by the trainee after *

he has committed himself to an interpretation of the
films.

OTHER: Overlays available for pre- and post-testing and
coordinate description of fine or obscure detail

5 5



INTRODUCTION

This is to introduce a model for teaching the skills in-

volved in interpreting x-ray films. The material is designed

to permit the individual to develop or sharpen his interpretative

skills on an individual, self-directed basis. It is hoped that

by using this method, the attending staff time can be channeled

to more efficient teaching tasks and allow the student to come

to radiology interpretation session with a better established

basic skill.

Principles

This technique involves students by exposing them to a series

of-koentgenographs or copies, rather than using texts or illustra-
J

tions. The student takes a set of films from the file and is pre-

sented a brief, attenuated history (somewhat similar to what the

.radiologist ordinarily uses). He then observes the films and

commits himself to an interpretation.

He then obtains immediate feedback by rotating the reprinted

material in front of him 180 degrees. Written up-side-down on the

same sheet in which the attenuated history has been given is the

correct radiological interpretation of the films. This includes

some brief discussion of the pertinent points illustrated by the

films and is terminated by a list of appropriate references where

necessary, (see example at the end of this paper), a transparent



overlay for films can be prepared, setting up a grid system that

allows the student to identify pertinent points in relationship

to pre-determined coordinate system. This same type of overlay

can also be used as a testing device, either before or after

each exercise. The entire program can be accomplished without

the use of instructor time, since the student interprets the

films and gets immediate feedback by which he can correct his

errors or develop more acute interpretive skills. By obtaining

immediate feedback the student can correct errors and develop

skill with repeated practice or review.

The roentgenographs should be arranged anatomically from

those which show only normal structures to those with very obvious

pathology, and can include those which have very fine or difficult

radiological points in their content. By presenting this group of

films, arranged only by anatomical area and not by pathology, ex-

cess cueing of the student is avoided.

It should also be noted that this form of presentation permits

the learner to develop skills with direct transference to patient

care. This marks the program as different from those presented in

radiology texts. The skill of locating and identifying abnormalities

and determining if such abnormalities are significant, is

analogous to patient care delivery. Locating a structure, identi-

fied in written material as being pathologic, is not.



- 3 -

Suggestions

This method of teaching x-ray interpretive skills can be

used with several different purposes in mind. Conceivably, a

comprehensive file of -aterials could be developed that would

cover almost all systems in all areas and all types of pathology.

This system could be used to develop basic skills, which, in turn,

can be used in the course of subsequent roentgenographic inter-

pretation conferences, where more detailed instruction and criti-

cism and feedback can be provided by skilled radiologists.

Another might be the development of a series of cases which are

relatively infrequent in a particular training institution, to

increase the interpretive skills that are necessary but that may

be difficult to develop with a limited amount of case material.

Regardless of the purpose to which such material is to be

put, several basic principles need to be kept in mind when set-

ting up an interpretive skill program:

A. Material used should be the actual roentgenograms or

copies of the roentgenographs; 3 x 5 or 35mm slide

material is not acceptable since it does not approach

reality as does the actual roentgenogram or its full-

sized copy.

B. The material should be organized along anatomic areas

rather than along disease or pathologic areas, since

$19
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the focus is on developing interpretive ski*.ls

which cross pathologic boundaries.

C. The history actually given to the trainee should

be minimum to avoid excessive cueing. It should be

remembered that a specific diagnosis is not neces-

sarily required. The interpretation of the patho-

logical process or processes illustrated by the

roentgenograph at hand should be the focal point.

At times this may lead to a logical differential

diagnosis rather than a specific diagnosis.

D. Adequate immediate feedback must be provided. This

may necessitate grid overlays as previously men-

tioned in order to accurately point out fine points

of the roentgenographic interpretation.

E. Adequate, up-to-date references must be constantly

available in the feedback and the feedback material

must be kept short.

F. Some method which requires the trainee to commit

himself on his interpretation prior to actual re-

view of the feedback material should be provided.

Only in this way can the trainee adequately analyze

and improve his skills.

G. The material must be available at the student's

convenience. It is the purpose of this material

5



- 5 -

to serve as a self-teaching aid. Such availability

can aid in diminishing the attending or technical

staff time while increasing the efficiency of the

time used by such highly trained staff in the

course of further educating the trainee.

Illustrations

The following group of roentgenographs of the childrens'

elbows are illustrative findings secondary to trauma (this in-

formation would not have to be given to the student). One of

the roentgenograms exhibits obvious pathology; one exhibits no

significant pathology; and the other two illustrate fine points

in interpretation which are important in the evaluation of x-rays

of children who have had elbow trauma.

BH/mp
March, '72
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Discussion --

Thj.s patient presents with rather diffuse pain and tenderness and
it is difficult to accurately determine the site of injury. The
larger of the two films exhibits two viewsof the forearm and shows
no definite pathology. The smaller film on the lateral view of
the elbow exhibits only some increase soft tissue density in the
region of the joint compatible with an effusion. But on the AP
view on the medial side the fracture line is visible compatible
with a transcondylar fracture.

The set of films illustrates the necessity of obtaining an adequate
radiological study, particularly when history and physical findings
do not definitely indicate the location of the pathology. If only
a set of films of the forearm had been taken, the fracture would
have been missed, but in an individual with an injured extremity,
the principle that the x-ray study should include adequate views of
the joint below and above the apparent site of injury holds true.
In the elbow region particularly and especially with children, two
sets of films may be necessary to obtain an adequate study. An AP
and lateral view of the forearm to include the elbow and an AP and
lateral view of the humerus to include the elbow. When the x-ray
technician takes these films the projections are slightly different
and frequently occult or elbow pathology can be visualized on one
set of films when it is not able to be seen or the other set.

A fracture of this type requires very little in the way of treatment
other than splint protection to avoid further injury. Healing occurs
quite rapidly without evidence of complication or limited motion,
although one must remember that the elbow is one of the few joints
which may remain somewhat stiff after trauma even in children.
Again as in any injury involving the elbow region of a child,
attention must be paid to the possibility of complications develop-
ing. The likelihood in a fracture of this type is quite remote, but
parents should be warned if the child is being treated as an out-
patient or in the office that the child should be relatively comfort-
able after immobilization. In the absence of additional trauma per-
sistent pain requires immediate re-evaluation by the physician.

(Con'd)

'moqTa 4gaT oq uT tried
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Discussion --

This patient has a comminuted supracondylar and intra-
condylar fracture of the distal right humerus. No true disloca-
tion is present although in the lateral view some question may be
raised because of the over-lapping shadows. On the AP view it is
noticed that the fracture line extends all the way from medial to
lateral and also down into the intracondylar notch between the
capitellum and the trochlea. The comminution of the distal humerus
is noted as well as some impaction on the lateral side, and when the
lateral view is viewed, distal fragment is angulated posterior
relative to the proximal fragment.

Of primary importance in the initial evaluation of the patient
with x-ray findings of this type, is determining whether or not
there is neuro-vascular injury. Pallor and pulselessness of the
hand are tip-offs to the possibility of this type of injury,
particularly after attempts of reduction have been accomplished.
Persistent pain after reduction and immobilization, regardless of
method used, is also an indication that there may be a complication
of the primary injury. Children with this injury must be watched
closely for the development of this complication, and many author-
ities feel that an injury of this type requires hospitalization
for observation regardless of the method of treatment. Persistent
pain or paralysis, particularly of the extensors of the wrist and
fingers, indicates the need for urgent thorough evaluation and the
possibility of further treatment to avoid neuro-vascular disaster.

In reducing fractures of this type one must attempt to restore
anatomy to as close as possible to normal since failure to do so
can result in relative cubitus valgus or cubitus varus-- a deformity
not acceptable to most patients. The treatment of these fractures
is still a matter of some discussion; manipulation, traction, a
combination of the two are.used in most centers. The keys to the
treatment are the restoration of anatomy to as close to normal as
possible, with careful observation particularly soon after injury
to avoid any complications. Total treatment time will range from
four to eight weeks, depending on the age of the patient, with a
brief period to regain full function thereafter. (Cont'd)
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Case - R. A., Jr.

This set of films was considered basic in terms of the evalua-
tion of an elbow problem. It includes an AP view, a lateral view
and two oblique views. Little obvious osseous pathology is pres-
ent, but if the patient does exhibit a socalled fat-pad sign,
then on the lateral view of the elbow a light area indicating the
fat pad of the elbow is displaced slightly volarward from the
anterior aspect of the distal humerus. This is compatible with
an effusion in the joint, indicates the need for protection of
the extremity and further evaluation at a later date. It may be
the only finding of an occult fracture observed on the initial
set of films. In this particular case no fracture was presert
but the degree of effusion did cause pain for a moderate length
of time. While the joint is painful and its motion limited, this
extremity must be protected to avoid further injury. Re-x-rays
are an absolute necessity within a week to ten days during which
the extremity should be protected.
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Case - J.M.McH
,c4Discussion --

This is a complete study of the involved elbow in this patient
and includes an AP and a lateral view as well as both obliques.
These films are entirely within normal limits in terms of the
osseous structures, but the soft tissue structures about the elbow
are not too well visualized and may indicate edema in the area.
No true fat pad sign is noted and there is no evidence of signi-
ficant fracture or other soft tissue injury. One must be very
cautious in interpreting these films so that a normal growth cen-
ter is not interpreted as a fracture. Note on the lateral view
the olecranon apophysis is a normal structure but a separate
ossification center. The anteroposterior view shows the medial
epicondyle is, in fact, in good position. When looking at oblique
views, question may be raised regarding whether or not it has
been displaced. On the medial lateral oblique view the olecranon
apophysis is thrown into superimposed projection in the region of
the trochlea and might be misinterpreted as a fracture in the area.
To accurately determine the normal status of a child's elbow,
reference must be made to the usual radiological growth charts
which list the time of appearance and time of fusion of the epi-
physeal centers about the elbow.
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